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three 
therapies 
of choice for 


infected /inflamed /painful # 


ears 
Rarely Sensitizing 


i 
Comprehensive bactericidal/antifungal «ction — eradicates 
Pseudomonas and most other common causes of otitis. 

‘Hygroscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Propylene Glycol q:s. Steril 

Available in dropper bottles of 10 cc. 


Broad-spectrum bactericidal action plus effective anti- 
inflammatory and antipruritic therapy. Eradicates most 
common causes of otitis; restores normal acid mantle. 
Each cc. contains: 


‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Hydrocortisone in a sterile, slightly acid, aqueous 


Available in dropper bottles of 5 cc. 


Acts quickly to relieve pain and itching associated with 
otitis externa. Bactericidal/antifungal action — eradicates 
Pseudomonas and most other common causes of otitis. Hy- 
groscopic; restores normal acid mantle. 

Each cc. contains: 

‘Aerosporin’ brand Polymyxin B Sulfate .......... 10,000 Units 
Xylocaine* HCl brand lidocaine Hydrochloride (5%) 50 mg. 
Propylene Glycol q.s. Sterile 

Available in dropper bottles of 10 cc. 

*Reg. T.M. Astra Pharmaceutical Products, Inc. — U.S. Pat. No. 2,441,498 


Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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adaptability 


Reports in hundreds 
of leading journals and 
scores of standard textbooks 
reflect the position of Gantrisin as drug 
of choice in urinary and other bacterial infections. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Ine * Nutley 10 N. J.. 
GANTRISIN®—brand of sulfisoxazole ROCHE® 


1 


> 4 
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= 


the first nitrofuran 
effective orally 


in systemic bacterial infections 


brand of furaltadone 


Effective clinically in upper respiratory infections, 
pneumonias, soft tissue infections, bacteremia/septicemia, 
osteomyelitis, wound infections and pyodermas. 


Effective in vitro against the following organisms (isolated from clinical 
infections listed above) : 


Organism vensitive Resistant % Sensitive 
Staphylococci* 181 1 99.4 
Streptococci 65 1 98.5 
D. pneumoniae 14 0 100.0 
Coliforms 34 3 91.8 
Proteus 5 5 50.0 
A. aerogenes 8 0 100.0 
Ps. aeruginosa 5 4 59.9 


*Includes many strains resistant to antibiotics. 
As with all nitrofurans in years of extensive clinical use, there is little or 
no development of bacterial resistance with ALTAFUR. 


NITROFURANS—a unique class of antimicrobials— 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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routine 
“mucolytic is rganidin 
... it’s stable, 
joothly absorbed, 
well tolerated, 
inexpensive” 
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i in-astho 


6 
9 
| for 
y 
n te 
| 
i dl 
2 
Pome | 
Wi 
Wampole Laboratories, Stamford, Con 


even 
if your 
patient 
wa 
lobscousete 


hell be soon, once he’s om 


PARAFO 


(PARAFLEX® TYLENOL®) 


“Supplied: ‘Tablets, scored, buff colored, bottles ¢ 
Precautions: The precautions ‘and contraindica 
to all steroids should be kept in m 


: 
“age 
4 
=. 
4 
: 
lorzoxazonet. 125 mg. 
| Dosage: Two tablets tid. 
andinarthritis, atch tablet contains: 
@ . PaRAFLEx® Chlorzoxazonet 125 mg., TyLENoL® 


This Panalba 
performance... 


The Upjohn Company 
Kalamazoo, Michigan 


pneumonia 


... into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia . . . K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped the organisms, 
including the resistant 
staph! This is Panalba. 

In your next pneumonia 
patient ... in your 
patients with potentially- 
serious infections ... 
provide this extra 
protection with your 
prescription : 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first (resort 


PTRADEMARK, REG. U.S, PAT. OFF. 
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safe ... prompt... acceptable 


s viscolized at 3,000 pounds‘ pressure to assure uni- 
formity and stability, Trip-sul suspension is a pourable, 
palatable, pleasant tasting triple-sulfa of wide choice 
—buffered with sodium citrate to eliminate crystal 
formation in the kidneys. 


Sulfacetamide, too! 


TRIP-SUL SUSPENSION TRIP-SUL TABLETS 
Each fluid ounce (30 cc.) contains: Each pink tablet contains— 
(Equivalent in buffering power of 40 grs. In | 
sodium bicarbonate) apathy - 
Packaged: Pints and Gallons 
Niatric conta 
Carrtone Laboratories, Inc. 
NEW ORLEANS, Ascorbic Aci 
Bioflavonoid 
Alcohol 
Average Doss 
Sepply: Tabi 
Blixh 
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mg. 
] mg. 
7 ma. 


To add life to years—not merely years to life. . . Niatric shatrperis mental acuity 


| 


still 
im the 


pypicture 


TABLETS AND ELIXIR 


and promotes a return to more normal social and physical activity for your aged patients. 
In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy —the penalties of advancing age. 


Waatric contains: Each Tablet: ce. Elixir: 


Pentylenetetrazol 100 mg. 100 mg. 
Nicotinic Acid 50 mg. 50 mg. 
Ascorbic Acid 100 mg: 100 mg. 
WOO mg. 
15% 


Average Dose: 1 tablet or 1 tsp. (5 cc.) t.1.4. 


Sepply: Tablets, botties of 100 and 
Elixir, bottles of 1 pint. a 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 
e Niatric protects capillary integrity — 
e Niatric prevents brain tissue hypoxia 


Send now for samples and literature... 


A F. ASCHER AND COMPANY; INC. 
Ethical Medicinals / Kansas City, Missouri 
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Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 
mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


Para-aminobenzoic acid (5 gr.)....300 mg. Joint Committee, Medical Research Council & 
. . Nuffield Foundation, T: of R 

50 mg. Arthritis, British Medical Journal (April 13) 


All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 
3 or 4 times daily. 


Photographs show 2- -stage 
Tandem Release disintegration. 
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controls the double trouble... 


E®hyperacidity relieved — In AL-Carom, selected 
_ antacids act promptly to relieve heartburn, flatulence 
_ and other distressing symptoms of gastric hyperacidity. 7 


EBdigestion maintained— AL-CAROID contains 
the proteolytic enzyme — Caroid® — which is not inacti- 
vated by antacids, thus assuring maintenance of protein 
digestion. 
Powder/Tablets Write for samples 


? 
American Ferment Co., Inc. * 1450 Broadway « New York 18, N. Y. 
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tooth eruption without 
family disruption 


INFANT LIQUID) 


relieves discomfort and fretfulness of teething © < 


CORILIN also offers simplified dropper-administered by 
management for cold symptoms, 

postinoculation reactions, 

pruritic conditions 


Tasty and acceptable to babies, each cc. of 
raspberry-flavored CORILIN contains 0.75 mg. | 
CHLOR-TRIMETON® Maleate (chlorprophenpyridamine 
maleate), 80 mg. sodium salicylate and 25 mg. © 
glycine. Available in 30 cc. bottle with ~ 

calibrated plastic dropper. © 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY Sa 
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delectable, chewable, chocolate-like vitamin-mineral nuggets 


No fights, no battles at vitamin time because children love to chew DELECTAVITES. 
These delectable, easily chewable chocolate nuggets supply all essential vitamins as 


well as minerals so necessary during the years of growth. As soon as children can chew, 
they can go directly from vitamin drops to DELECTAVITEs. And, now you can be sure 
your little patients will follow your instructions about taking their daily vitamins. 


Each nugget centains: Vitamin A—5000 Units* / Vitamin D—1000 Units*/ Vitamin C—75 mg. / Vitamin E—2 Unitst 
Vitamin B,—2.5 mg./ Vitamin B,—2.5 mg./ Vitamin B,—1 mg./ Vitamin Bj, Activity—3 mcg. / Panthenol—S mg. 
Nicotinamide—20 mg. / Folic Acid—0.1 mg. / Biotin—30 mcg. / Rutin—12 mg. / Calcium Carbonate—125 mg. / Boron—0.1 
mg. / Cobalt—0.1 mg. / Fluorine—0.1 mg. / lodine—0.2 mg. / Magnesium—3.0 mg. / Manganese—1.0 mg. / Molybdenum 
—1.0 mg. / Potassium—2.5 mg. *u.s.. units Tint. units 


dosage: one Delectavites daily. supply: Box of 30 (one month’s supply), Box of 90 (three months’ supply). 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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Supplied: Compocillin-VK Filmtabs, 
125 mg. (200,000 units), bottles of 
50 and 100; 250 mg.(400,000 units), 
e bottles of 25 and 100. Compocillin- 


VK Granules for Oral Solution come 


in 40-cc. and 80-cc. bottles. When 
reconstituted, each 5-cc. teaspoonful 
represents 125 mg. (200,000 units) 
of potassium penicillin V. 


Potassium Penicillin V @® FILMTAB — FILM-SEALED TABLETS, ABBOTT. U.S. PAT, NO. 2881085 


in tiny, easy-to-swallow Filmtabs’ in tasty, cherry-flavored Oral Solution 
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UD KEEP 
THE THINGS 
WORTH KEEPING 


A child’s world is an en- 
chanting, lovely placesheltered 
from care by loving parents 
and lasting peace. And that’s 
the way we want to keep it. 
But keeping the peace takes 
more than just wanting. Peace 
costs money. 

Money for strength to keep 
the peace. Money for science 
and education to help make 
peace lasting. And money saved 
by individuals to help keep 
our economy strong. 

Your Savings Bonds, as a 
direct investment in your coun- 
try, make you a Partner in 
strengthening America’s Peace 
Power. 

The Bonds you buy will earn 
good interest for you. But the 
most important thing they earn 
is peace. They help us keep 
the things worth keeping. 

Think it over. Are you buy- 
| ing as many as you might? 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


Lid 
The U.S. Government does not pay for this advertising. The Treasury Department thanks Se 


The Advertising Council and this magazine for their patriotic donation. 
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6 French Laboratories 


TELEVISION 


ATLANTA 


Site of the Fifty-third Annual Meeting of the 
Southern Medical Association, convening Novem- 
ber 16-19, 1959. 


The color television control van shown above, which 
will be parked outside St. Joseph’s Infirmary, will 
transmit ten hours of closed-circuit color telecasting 
to the Atlanta Municipal Auditorium. You are 
cordially invited to attend these programs. 


Rocky Mountain Medical Conference (completed) 
American College of Surgeons (completed) 

Association of Military Surgeons « November 9-11 
Southern Medical Association e November 16-18 
American Medical Association « December 1-4 


ANNIVERSARY 
Smith Kline & French Laboratories 1949 


1959 
First in Medical Color Television 


MEDICAL 
COLOR TELEVISION 
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in genitourinary 
tract infections 


courses of treatment* and still negligible 
development of bacterial resistance with 


brand of nitrofurantoin 


‘*,..may be unique as a wide-spectrum antimicrobial agent 
that...does not invoke resistant mutants.” 
Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
%* Conservative estimate based on the clinical use of Furapaxtin Tablets and Oral Suspension since 1953. 


Illustration through courtesy of Clay-Adams, Inc.. New York 


NITROFURANS—a unique class of antimicrobial ither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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low Available in Bo 


SODIUM 


2cc and 5Scc Vials 


Lapo-Hepin 400 

g 400 mgs. per cc) —offers 

intravenously prolonged effect 
using Lipo-Hepin techniques—without the disad- 
vantages associated with gel heparin preparations 
and intravenous intramuscular heparinization 


Sess Lipoprotein dipase release, as 
tet Lipo allows prevention and 


of clotting requirements. . and 
safety ... reduced patient cost. 

Lipo-Hepin is indicated for acute, chronic, con- 
yalescent and prophylactic therapy. 


available: 
11 PO-HEPIN 200 (200 mgs/cc) 
and other concentrations 


trmediate attention will be given 
“6 yout request for technical 
information 
literature. Write to 
ess below. 


(Upper Respiratory Infections) 


DARWIN | 
Laboratories 


4800 District Boulevard 
Los Angeles 58, California 


MAIN OFFICE: 


U.R.I. caps x 9 — 


1 cap a.c. morning and noon. 
Repeat_v 


CENTRAL DIVISION 


"EASTERN DIVISION SOUTHERN DIVISION 
30 W. Washington 


101 N. 33rd Street 3230 Peachtree Rd., N.E, 
Chicago, III, Philadelphia, Pa. Atlanta, Ga, 
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in genitourinary 
tract infections 


courses of treatment* and still negligible 
development of bacterial resistance with 


FURADANTIN 


brand of nitrofurantoin 


**,..may be unique as a wide-spectrum antimicrobial agent 
that...does not invoke resistant mutants.” 


Waisbren, B. A., and Crowley, W.: A.M.A. Arch. Int. M. 95:653, 1955. 


Available as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
* Conservative estimate based on the clinical use of FurApantin Tablets and Oral Suspension since 1953. 
Illustration through courtesy of Clay-Adams, Inc., New York 
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SODIUM HEPARIN 


ow Available in Bo 


2cc and Vials 


Efficiency of Lipoprotein Lipase Release 
Heparin Anticoagulation 


pr . Lipo-Hepin 400 

(40,000 USP. Units, 400 megs. per cc) —offers 
immediate effect intravenously —prolonged effect 
using Lipo-Hepin techniques— without the disad- 
vantages associated with gel heparin preparations 
and intravenous or intramuscular heparinization. 
regimens. 


..,. Lipoprotein lipase release, as . 
accentuated by Lipo-Hepin, allows prevention 
\ of certain accumulations. 


... Immediate, 
positive and prolonged action — marked reduction 
of clotting times requirements... and 
safety ... reduced patient cost. 

Lipo-Hepin is indicated for acute, shrocie, con- 
-valescent and prophylactic therapy. 


available: 


LIPO-HEPIN 200 (200 mgs/cc) 
other concentrations 


Immediate attention will be given 
to your request for technical 
information and 
literature. Write to 
address below, 


Laboratories 


4800 District Boulevard 
MAIN OFFICE: Los Angeles 58, California 


:ULR.I. caps x 9 — 
1 cap a.c. morning and noon. 


Repeat_y 
CENTRAL DIVISION EASTERN DIVISION SOUTHERN DIVISION 
30 W. Washington 101 N. 33rd Street 3230 Peachtree Rd., N.E, 


Chicago, IN) Philadelphia, Pa. Atlanta, Ga, 
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the mood brightener 


Lifts the 
burden of 
depression... 
opens the way 
for a sunnier 
outlook 


*TRADEMARK FOR BRAND OF NIALAMIDE | 


New areas of therapy 


NIAMID is clinically effective in a broad , 
depressive states, including: involutional gam 
cholia, senile depression, postpartum dal ad 
reactive depression, the depressive stage of 
depressive disease, and schizophrenic dena 
reaction. 


A wide variety of psychoneurotic depression 
in general practice also respond effectiyaill 
NIAMID. Depression associated with the mengm 

and with postoperative states, and depresgigill 
companying chronic or incurable diseases gam 
gastrointestinal and cardiovascular disordge 
thritis, and inoperable cancer, can now be (a 
successfully with NIAMID. 


NIAMID is also strikingly effective for manyy 
plaints, mild or severe, vague or well defined 

due to masked depression rather than to om 4 
disease. This masked depression may take thay 
of guilt feelings, crying spells or sadness, dif 
in concentration, loss of energy or drive, insgm 
emotional fatigue, feelings of hopelessness oa 
lessness, loss of interest in normal activity, lig 
ness, apprehension or agitation, and loss of apa 
and weight. 


While tranquilizers have had some measim 
effectiveness in many of these areas, NIAMIN 
gives the practicing physician a new, safe dim 
the specific treatment of depression without 
risk of increasing the depressive symptomsuam 


New safety 


NIAMID, in extensive clinical trials, has nota 
associated with the hepatotoxic reactions obama 
with the first of the monoamine oxidase inhi 
These reactions have not been seen with Nia 


Acute and chronic toxicity studies show thi 
tinctive freedom from toxicity. Moreover, dill 
the extensive clinical trials of NIAMID by ag 
number of investigators, not only has no liver 
age been reported, but only in a very few isd 
instances have hypotensive effects been seem 


The absence of toxicity may be the result @ 
unique carboxamide group in the NIAMID mol 
This structure may explain why NIAMID is exel 
largely unchanged in the urine, with only ins 
cant quantities of potentially free hydrazine 
formed. Previously, where a monoamine Oi 
inhibitor had been associated with hepatic tom 
there was some evidence that substantial quamil 
of free hydrazine were formed in the body, 


Background of NIAMID 


A major advance in the treatment of mena” 
pression came with a newer understanding@ 
influence of brain serotonin and norepinephii™ 
the mood. Levels of both these neuro-hormonaaay 
decreased in animals under experimental 
tions analogous to depression; relief of thesem™ 
depressions is seen with a rise in the levels@ 
serotonin and norepinephrine. 


A second advance came with the developmamy 
monoamine oxidase inhibitors, substances 
‘raise the cerebral level of both serotonin aii 
epinephrine. The first of the amine oxidase iii 
tors raised the cerebral level of serotonin, 
not appear to raise that of norepinephrine # 
proportionately. 


Pfizer, Science for the world’s well-being™ 


PFIZER LABORATORIES V4 
Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. ¥ ff f 
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Attention at Pfizer Research was then directed to 
a new drug that would overcome this disadvantage. 
NIAMID significantly raises the cerebral level of 
both serotonin and norepinephrine under experi- 
mental conditions. 


The dramatic discovery of NIAMID now makes 
available an extremely effective, safe antidepres- 
sant for the successful treatment of a full range 
of depressive states. 


Precautions 


Side effects are most often minor and mild mani- 
festations of central nervous system stimulation, 
modifiable by reduction in dosage; these may take 
the form of restlessness, insomnia, headache, weak- 
ness, vertigo, dry mouth, and perspiration. Care 
should be taken when NIAMID is used with chloro- 
thiazide compounds, since hypotensive effects have 
been noted in some patients receiving combined 
therapy—even though hypotension has rarely been 
noted with NIAMID alone. There has been no evi- 
dence of liver damage in patients on NIAMID; how- 
ever, in patients who have any history of liver 
disease, the possibility of hepatic reactions should 
be kept. in mind. 


Dosage and Administration 


Start with 75 mg. daily in single or divided doses. 
After a week or more, revise the daily dosage up- 
ward or downward, depending upon the response 
and tolerance,in steps of one or one-half 25 % 
tablet. Once satisfactory response has been otainal 
the dosage of NIAMID may be reduced gradually to 
the maintenance level. 

The therapeutic action of NIAMID is gradual, not 
immediate. Many patients respond within a few 
days, others satisfactorily in 7 to 14 days. Some 
patients, particularly chronically depressed or re- 
gressed psychotics, may need substantially higher 
dosages (as much as 200 mg. daily has been used) 
administration before responses are 


Supply 
NIAMIDD is available in: 25 mg., pink, scored tablets 


in bottles of 100; and 100 mg., orange, scored tablets 


in bottles of 100. 


References 


Complete bibliography and Professional Informa- 
tion klet are available on request. 
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NIAMID 


the mood brightener 
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OURISHED 
IT HAPPENS IN THE BEST ! OF FAMILIES 


meets the specific vitamin-mineral needs of every member of VITERRA PEDIATRIC—for infants and small children. 
the household — select the form that suits the age and condi- 50 cc. Metered-Flow bottle. 
tion of each patient best 


VITERRA CAPSULES — comprehensive daily 
supplement. Bottles of 100. Selectively formulated by one of the major 


ik vitamins 
VITERRA TASTITABS®—can be chewed, dissolved, or 
swallowed. Bottles of 100. New York 17, N. Y. 


. VITERRA THERAPEUTIC—high potency formula. Division, Chas. Pfizer & Co., Inc. 
Bottles of 30 and 100. Science for the World’s Well-Being 
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(active grec t : 
EIC STATE IS ALWAYS FOUND ASSOCIATED WITH BACTERIAL 
THILBYANASON COMPANY, INC. AND YEAST INFECTION. A TRUE ANTIDA PREPARATION MUST BE 
RE CAPABLE OF DESTROYING THESE : 


NOW 

new way 
to relieve pain 
and stiffness 
in muscles 


and joints 


INDICATED IN: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 
SACROILIAC STRAIN 
WHIPLASH INJURY 
BURSITIS 

SPRAINS 
TENOSYNOVITIS 
FIBROSITIS 
FIBROMYOSITIS 

LOW BACK PAIN 

DISC SYNDROME 


SPRAINED BACK 


“TIGHT NECK” 


TRAUMATIC STRAINS © 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


ape 
| 
‘ 
3 
| 
| 
| 
We 
| 
| 
| 
| 
| 
| 


m@ Exhibits unusual analgesic properties, different from those 


of any other drug ™ Specific and superior in relief of somatic pain 


@ Modifies central perception of pain without abolishing natural 


defense reflexes m= Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol! dicarbamate 


@ More specific than salicylates @ Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with SOMA than with any previously used analgesic, sedative or 
relaxant drug. ; 


Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


” acts FAST. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO usE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppLieD: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


® 
i) WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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| lurks beyond the broad spectrum? 


“Broad spectrum” has evolved into an especially apt term to describe a growing number of “specialized” antibiotics. 
These provide the best means of destroying pathogenic bacteria which range all the way from large protozoa through 
gram-negative and gram-positive bacteria to certain viruses at the far end of the spectrum. 

But beyond the spectrum lurk pathogenic fungi. Aggressive infections often require intensive broad spectrum antibiotic 
attack. It becomes more apparent every day that fungal superinfections may occur during or following a course of such 
therapy.** Long term debilitating disease, diabetes, pregnancy, corticosteroid therapy, and other causes may predispose 
to such fungal infections’** as iatrogenic moniliasis. These facts complicate the administration of antibiotics. 
Mysteclin-V controls both — infection and superinfection. Mysteclin-V makes a telling assault on bacterial infections R 
and, in addition, prevents the potentially dangerous monilial overgrowth.”** Mystéclin-V is a combination of the esi 
phosphate complex of tetracycline —for reliable control of most infections encountered in daily practice — and 
Mycostatin, the first safe antifungal antibiotic. 

Case history after case history marked “recovered” provides clinical evidence of the special merit of this advance in 
specially designed antibiotics. When you prescribe Mysteclin-V, you provide “broad therapy” with extra protection that 


extends beyond the spectrum of ordinary antibiotics. emystecuin’®, AND smvcostatin'® ARE TRADEMARKS 
ied: Tetracycline Phosphate References: 1. Dowling, H. FP.: Postgrad. Med. 23:504 
* 33 552 (Aug.) 1957. 4. Rein, C. R.; Le 
Mysteclin-V Capsules (per capsule) 250 250,000 eg Antibiotes 
Mysteclin-V Half-Strength Capsules (per capsule) 125 125,000 campbell E. Prigot and Dorsey, M.; 
Mysteclin-V Suspension (per 5 cc.) 125 125,000 biotic Med. & Clin. Ther. 5:521 (Aug.) 4988. Zrom, Dihya 
Mysteclin-V Pediatric Drops (per cc. 20 drops) 100 | 
In rec 
ysteciin - 
TETRACYCLINE PHOSPHATE COMPLEX (SUMYCIN) AND NYSTATIN (MYCOSTATIN) 
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Dihydroxy aluminum aminoacetate, N.N.R. 


| 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
a been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that ‘The 
percentage of ‘good to excellent’ results obtained in 


BRAYTEN PHARMACEUTICAL COMPANY 


; Results with “. . . antacid therapy with DAA are essentially the same as... with 
potent anticholinergic drugs.” 


patients on continuous long-term antacid therapy with 
DAA (74%) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “‘the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

AtcLyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet), 
» 


Chattanooga 9, Tennessee 


| 
, 
' 
¥ 
| 
ig 
| 
| 
i 
‘ 
| 
' 
| 


SOUTHERN MEDICAL JOURNAL OCTOBER 1959 


BRINGS DOWN 
HOLDS DOWN 


CAPSULES 


high cholesterol levels—today’! 


Each LUFA capsule provides: 


Unsaturated Fatty Acids** 378mg’ 
Pyridoxine HCI (B,) 

Choline Bitartrate 233 mgm 

dl, Methionine 110 

Inositol 40 

Desiccated Liver 87 

Vitamin B,, 1 meg 

Vitamin E (dl,alpha-tocopheryl acetate) 


**from specially refined safflower seed Gam 
Provides approximately 294 mg. of linoleic am 
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every patient with 
hypercholesterolemia 
obesity 

diabetes 


i 
| 


angina pectoris 
post-coronary infarction 


deserves the benefit potentials of 
SAFE SIMPLE ECONOMICAL a 


1. LUFA’s unsaturated fatty acids offset the atherogenic 
effects of dietary saturated (animal) fatty acids.* 


lipoproteins and other lipids by promoting normal 


2. LUFA helps improve metabolism of cholesterol, | 
liver function. | 


} major concept in control of Atherosclerosis 


a. | dosage: Therapeutic, 6 to 9 capsules daily, in divided 


378 | doses. Maintenance, one capsule b.i.d. or t.i.d. 

) oma supplied: Bottles of 100, 500 and 1000 capsules, 

e 233 

e 110m 2 he *Special anti-atherogenic diet sheets for patient distribu- 


40 meg tion and LUFA samples and literature on request. 


u. s. Vitamin « pharmaceutical corporation 
Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N. Y. 


yer seed a 


@ above: normal arterial lumen 
' below: extensive narrowing due to cholesterol 
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Substantiated by published reports of leading clinicians: 


- effective control 
of allergic 


and 


inflammatory sym ptoms'” 


minimal disturbance 
of the patient's 

chemical and psychic 
balance'***” 


At anti 


Indication; 
dermatose 
Precaution 
served, Dc 
symptoms, 
carried ou 
Supplied: 
Diacetate 


ey 
‘ 
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* freedom from salt and water retention 


* virtual freedom from potassium depletion 


* negligible calcium depletion 


euphoria and depression rare 


* low incidence of peptic ulcer 


carried out gradually, 
Score: 


At anti-inflammatory and antiallergic levels ARISTOCORT means: 


no voracious appetite— no excessive weight gain 


* low incidence of osteoporosis with compression fracture 


Indications: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
dermatoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
Precautions: With artstocor all traditional precautions to corticosteroid therapy should be ob- 
served, Dosage should always be carefully adjusted to the smallest amount which will suppress 
‘ymptoms, After patients have been on steroids for prolonged periods, discontinuance must be 


‘ d tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
lacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./ce.). 


References: 1, Feinberg, S.M., Feinberg, A.R., and Fisher 
E.W.: J.A.M.A. 167:58 (May 3) 1958. 2. Epstein, J.I. and { 
wood, H.: Connecticut Med. 22 :822 (Dec.) 1958. 3. Friedlaende 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. ¢ 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report tc 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 

6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 

7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. £ 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. I 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and R 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.A.M.A. 16) 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. P} 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and € 
ner, G.E.: Ann. Rheum. Dis. 17:398 (Dec.) 1958. 13. Appel,} 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. = 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D 
J.A.M.A. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.A./ 
167 :1590 (July 26) 1958. 18. McGavack, T.H.; Kao, K.T.; Le] 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236 
(Dec.) 1958. 19. Council on Drugs: J.4.M.A. 169:257 (Jan. 
1959. 20. Rein, C.R.; Fleischmajer, R., and Rosenthal, A 
J.A.M.A. 165 :1821 (Dec. 7) 1957. 
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Patient M.S., 81, at the time of 
the first visit was in severe pain 
and very uncomfortable. Complained 
of swelling of wrists, legs and var- 
ious joints; pain and stiffness in 
cervical area and lower spine; pain, 
swelling and limited motion in the 
fingers; slight ulnar deviation of 
the hand. M.S. demonstrates posi- 
tion necessary to put on his hat 
(motion was so restricted that he 
could not comb his hair). 


Gammacorten 


(dexamethasone CIBA) 


«potent, effective corticosteroid 
e profound anti-inflammatory activity 
e minimal side effects 


From the files of a practicing 
physician. Photographs used with 
permission of the patient. 


SUPPLIED: GAMMACORTEN Tablets, 
0.75 mg. (pink, scored). ‘ 


2/2723MK 
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SUMMIT, N. J. 


Treatment and Result: After 36 hours 
of GAMMACORTEN therapy, M.S. had 
"complete relief." Joint swelling 
had decreased, pain was almost ab- 
sent, range of motion had increased 
dramatically. At the end of the 
first week of GAMMACORTEN he was 
free of discomfort and able to 
return to his jobas a porter. M.S. 
could put on his hat normally, 
could comb hair; joint function 
near-normal after first week. 
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Bristol Laboratories 
announces 

the synthesis improved 

broad-spectrum antibiotic 


SYN TE TRI N 
N—(PYRROLIDI NOM ETHYL) TETRACYCLINE 


a new molecule 


_| 
> 
5 
) 
* 


a new 
synthetic derivative 

of tetracycline with 

new attributes of 
significant value therapy 


SYNTETRIN is N—(pyrrolidinomethy]) tetracycline, a new derivative of tetracycline devel- 
oped by Bristol Laboratories. It is highly soluble over the entire physiological pH range 
(2,500 times more soluble than tetracycline — see Figure 1). 


SYNTETRIN is a different molecule, as can be seen by examining the chemical structure 
and the molecular weights of both tetracycline and SYNTETRIN. 

A pyrrolidinomethyl group replaces one of the hydrogen atoms in the NH, group as 
shown at the extreme right of the molecule. 

The important point is that there is a change in the basic molecular structure of tetra- 
cycline. The new properties of SYNTETRIN do not derive from salt or complex forma- 


tion, or from adjuvant action. 


TETRACYCLINE 


SYNTETRIN 


Adapted fr 


molecular weight 444.45 


molecular weight 527.55 — 
pyrrolidinomethy! group 


SYNTETRIN is at present available only in intramuscular and intravenous formulatw 
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FIGURE 1 
Solubility in water 


herapeutic activity 


Total antibiotic activity with SYNTETRIN LM. 
is more than twice that with tetracycline 
phosphate complex 1.M. over a 24-hour period. 
This is evident from a crossover 

study of blood levels of 15 subjects by 
Kligman.' His plotted data, shown 

in Figure 2, indicate that the area 

under the curve of SYNTETRIN 

blood levels is more than twice that of 
tetracycline phosphate complex. With 

the area under the curve of tetracycline 
phosphate complex considered as 100, the 
area under SYNTETRIN was measured 

with the planimeter as 204. The probability 
of this difference occurring by chance is less 
than | in 1,000. It is important to note that both 
products contained the labeled quantity 

of active ingredient equivalent to 250 mg. of 
tetracycline HCl activity, and each product 
contained a 10 per cent overfill. 

This enhancement of total antibiotic activity seems 
to be related to the unique solubility of 

SYNTETRIN and its more efficient absorption 

from intramuscular sites. 


20 

10 

05 

TETRACYCLINE SYNTETRIN 
Adapted from Siedel, W.; Soder, A., and Lindner, F.: Miinchen. med. Wchnschr. 1002661, 1958. 
FIGURE 2 
Crossover Study of Tetracycline Serum Concentration in the Same 15 Human Subjects 
Following Intramuscular Injection of 350 mg. SYNTETRIN or 320 mg. Tetracycline Phosphate Complex. 
Each Injection Equivalent to 250 mg. Tetracycline Hydrochloride Activity 
40 
30 
20 


24 


HOURS 


The differences between SYNTETRIN and tetracycline levels at all hours shown above are statistically significant. 


(This difference would occur by chance in less than 1 in 1,000 times.) 
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with SYNTETRIN 
effective antibacterial activisus 
even at its lowest blooyel: 


TABLE I 
Serum Concentration Studies (mcg./ml. as Tetracycline HCl) of SYNTETRIN in Humans ure 3 cleé 
Unit dose: 350 mg. q. 24 hours I. M. ‘itro conc 
HOURS AFTER ADMINISTRATION ibit the 
INVESTIGATOR NO. OF SUBJECTS . tances € 
1 24 4 
Kligman' 5 15 | 05 | 35 | 08 | 40 | 08 | af ola 
Cohn? 9 3.2 0.6 4.2 0.6 46 y"8 
50, Tabl 
Cronk? 10 5.2 0.6 5.0 0.6 5.2 08 | 55 pr repeate 
may be 
Note that the lowest blood levels reached before each daily injection, ients, bec 
shown by the red figures, indicate either maintenance or increase. s for cer 
While of less importance than the above, it is significant that the Tara 
successive blood level peaks generally rose, i.e., at 25, 49, and 73 hours. 
barenter 
FIGURE 3 
Minimum In Vitro* Concentrations of SYNTETRIN Which Will Inhibit Growth of Some Pathogens 
Against Which Tetracyclines Are Ordinarily Used ere are th 
hefit. fron 
128. (TETRIN : 
. Patient. 
special d 
ors have | 
may in 
(for highest blood levels, 
© see Table I) Price et al 
observec 
4 acycline 
g hey clea 
2 3 ® Brable in 
2 2 8 Bibiotics i 
4 3 5 8 
§ 2 4 3 
3 3 & 
8 0.62 0.62 


*two-fold serial tube dilution technique in heart infusion broth; measured as tetracycline HCI 
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73 


3.2 


5.5 


logens 


Is, 


pyogenes (ATOC #2320) 


ure 3 clearly demonstrates that the minimum 
jtro concentrations of SYNTETRIN which will 
bit the organisms are reached in most 
tances even with the lowest blood level 


ined throughout the period of therapy (note 


range of lowest blood levels from Table I indi- 
xd by light blue horizontal band). 

\s0, Table I shows enhancement of these levels 
Pr repeated injections. Figure 3 indicates that 
may be therapeutically significant for some 
ients, because Minimum inhibitory concentra- 
s for certain organisms will be reached with 
TETRIN on continuing therapy. 


The advantages of 
parenteral administration of Syntetrin 
in selected patients 


ere are three categories of patients which will 
efit from the parenteral administration of 
\TETRIN : 


. Patients who require frequent force-feeding 
pecial diets based on milk. Various investi- 
os have emphasized that food, milk, and cal- 
may interfere with the absorption of orally 
inistered tetracyclines from the digestive tract. 
rice et al.# made a detailed study in relation to 
observed antagonistic effect of milk on oxy- 
acycline and chlortetracy¢line. 

hey clearly demonstrated that readily ioniz- 
salts of calcium and magnesium have con- 
erable inhibitory effect on the action of such 
ibiotics in vitro. Dearborn and associates,® in 


animal experiments, showed that food and dical- 
cium phosphate distinctly lowered antibiotic 
activity; and Sweeney and his colleagues® demon- 
strated that calcium compounds decreased the 
absorption of tetracycline in man. 


2. Patients with diseases causing absorption 
difficulties. Finland’? points out that, in addition 
to difficulties in absorption associated with G. I. 
pathology, serious systemic illness may interfere 
with antibiotic absorption. He states that “marked 
irregularities in absorption . . . can be expected in 
the routine use of multiple doses [by the oral 
route] in sick patients, when large and often exces- 
sive doses must be used to insure therapeutic 
success.” 

Such difficulties in achieving therapeutic levels, 
e. g., in pneumonia associated with cardiac insuf- 
ficiency, may be avoided by the parenteral route. 


3. Patients unable to take anything by mouth. 
Examples are patients after G. I. surgery, those 
requiring gastric intubation, etc. 


Indications: SYNTETRIN is recommended for par- 
enteral use for infections caused by tetracycline- 
sensitive organisms in the above types of patients. 
While a single intramuscular injection of 
SYNTETRIN is less painful than other tetracycline 
intramuscular preparations, repeated injections 
of SYNTETRIN may be painful, particularly to chil- 
dren. As soon as the patient’s condition suggests 
that the oral route is dependable, SYNTETRIN 1.M. 
therapy should be changed to TETREX Capsules 
or Syrup. 


therapy 
| 


N—(PYRROLIDINOMETHYL) TETRACYCLINE WITH XYLOCAINE®* 
FOR INTRAMUSCULAR USE M 
oA 


Supplied in dry-fill vials which must be properly reconstituted befop 
injection. Each single dose vial contains: 
SYNTETRIN 
Ascorbic Acid 300 mg, 
SYNTETRIN I.M. is also supplied in single dose dry-fill vials contaip 
ing 150 mg. of SYNTETRIN. 
*Xylocaine is the registered trademark of Astra 
Pharmaceutical Products, Inc. for lidocaine, 


also available: 


SYNTETRIN 


N—(PYRROLIDINOMETHYL) TETRACYCLINE 
FOR INTRAVENOUS USE I 
e 


For use only in severe infections when the patient cannot accept of 

or intramuscular tetracycline therapy. Each dry-fill vial contains; 
SYNTETRIN 700 mg 
Ascorbic Acid 500 


Precautions: SYNTETRIN 1.M. should be injected deeply into the uppa 
outer quadrant of the gluteal muscle, using special care to avoid ina 
vertent injection of the solution into dermal or subcutaneous tis 
resulting in unnecessary pain and tissue reaction. Deep intramusculll 
injection and avoidance of subcutaneous or dermal spill greatly increaig 
tolerance to the product. The usual precautions for avoidance of exth® 
venous spill should be observed with SYNTETRIN LV. 


References: 1. Kligman, A. M.: Clinical report to Bristol Laboratories Img 
2. Cohn, I., Jr.: Clinical report to Bristol Laboratories Inc. 3. Cronk, Ga 
Clinical report to Bristol Laboratories Inc. 4. Price, K. E.; Zolli, Z., Jr; Atti? 
son, J. C., and Luther, H. G.: Antibiotics & Chemother. 7:672, 1957. 5. Dearbany 
E. H. Litchfield, J. T., Jr.; Eisner, H. J.; Corbett, J. J., and Dunnett, CW 
Antibiotic Med. & Clin. Ther. 4:627, 1957. 6. Sweeney, W. M.; Hardy, $3 
Dornbush, A. C., and Ruegsegger, J. M.: Antibiotic Med. & Clin. Ther. 4:68 
1957.7. Finland, M.: Antibiotic Med. & Clin. Ther. 5:359, 1958. 


Detailed information on indications, dosage and precautions is contained in the package 
insert; or, write to Medical Director, Bristol Laboratories Inc., Syracuse, New York. 
SYNTETRIN is now available at your hospital. 
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TABLETS AND SYRUP 


upper respiratory congestion 


relieves both bronchial congestion 


eeffectiwve because d-isoephedrine combines both nasal 
and bronchial decongestant actions'—together with the histamine blocking 
action of chlorpheniramine. 


e £ast... clears air passages in 10-20 minutes. Relieves stuffiness, 


swelling, discharge. Prevents excessive post-nasal drip and resulting night 
cough. 


esate... Laboratory studies reveal little effect on CNS or pressor 
stimulation.2 Minimal daytime drowsiness or interference with sleep. 
1. Aviado, D. M. et al: J. Pharmacol. & Expet. Therap. 122: 406-417 (Mar.) 1958. 2. Laboratory Report: Research Div., 
Chas. C. Haskell & Co., 1959. 
TABLETS AND SYRUP for adults and children . . CHARLES C. 


COMPOSITION: Per tablet Per 5 mi. syrup 

Chliorpheniramine maleate 2 mg. 

d-lsoephedrine HCI 4 12.5 mg. 

DOSE: Tablets: Adults: 1 tablet 3 or 4 times daily. Syrup: Children: 

3-6 yrs. % tsp. t.i.d.; 6-12 yrs. 1 tsp. tid. Adults: 2 tsp. tid. & COMPA NY, 
AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Richmond, Virginia 
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the disease of many masks 


Doctor, do you recognize this patient? She complains 
of flatulence, constipation with alternating periods 
of diarrhea, and colicky pains in the lower right 
quadrant. At other times she is troubled by anorexia, 
lassitude, dull headache, muscle pains and backache. 
Or she may have only one or two of these symptoms. 


In these puzzling cases, serious consideration should 
be given to intestinal amebiasis—the disease of 
many masks. Clinicians say it is ‘‘one of the most 
widespread and serious protozoan diseases of man,” 
yet ‘“‘there is no parasite more often misdiagnosed 
than is E. histolytica.’”’ Conservative estimates place 
the incidence at 10% of the United States population 
as a whole, and 16% in southern states. 


Now Glarubin, a relatively non-toxic amebicide, 
simplifies the treatment of suspected cases of intes- 
tinal amebiasis. Glarubin, a crystalline glycoside from 
the fruit of Simarouba glauca, is a specific amebicidal 
agent with minimal side effects. It contains no arse- 
nic, bismuth or iodine. 


Glarubin is administered orally in tablet form and 
does not require strict medical supervision or hospit- 
alization. Extensive clinical trials prove it highly 
effective in intestinal amebiasis, and virtually free 
of toxicity. 


Supplied in bottles of 40 tablets, each tablet contain- 
ing 50 mg. of glaucarubin. Write for descriptive 
literature, bibliography, and dosage schedules. 


Nur Glarubin 


TABLETS 
specific for intestinal amebiasis 


THE S. E. IMBASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK + KANSAS CITY + SAN FRANCISCO 
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hen weight cets out of control, the dangers of 


finflation” set in—imposing an added strain on 


heart, kidneys, blood vessels. 


Keep your obese patient on his diet... 


Girbs the desire for food, at the same time combats depression that may accompany dieting. 


ane tesult is less interest in eating, more interest in other activities. 


5 mg. per 5 cc. 


(McNETL 


Dosage: 1 to 1 tablet or teaspoonful two or three times 
a day ¥, to 1 hour before meals. 


McNeil Laboratories, Inc. 
Philadeiphia 32, Pa. 
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indwre 


sleep continues 
Smoothty as inner 
‘tore 


Each Nebralin timed seleasts 
tablet cantains: 


 Dorsitalt 
‘Warning: Muy be abit 


Mephenesin 
Dorsey brand of venta 


“caution: Federal 
Gspensing without 


retiring. 


_ timed-release action for a full night's sleep 
NEBRALIN is designed to duplicate the normal sieep pattern. 
At encourages muscular relaxation and induces sustained, 
_felaxed sleep by the release of Dorsital and mephenesin 
timed-release tabiet. Rapid-acting mephenesin quickly 
_ relaxes skeletal muscles to overcome “fatigue-tension” 
-/ ahd conditions the body for sleep. Dorsital provides CNS 
~  sédation to induce sound, relaxed sleep. The initial and 
‘sustaining dosages are designed to keep the amount of 
barbiturate to be inactivated at any one time at a low level 
tapering toward morning. Evidence indicates that mephenesin 


release 


capable of producing sleep,’ and when combined with a 

abit forming _ barbrturate enhances barbiturate action.** Moreover, the 
a ~ Witegrated action of the two components permits smaller 
dosages of €ach,' assuring your patients refreshed awakenings 
without “morning hangover.” 

4 Schlesinger, €. B.; Tr, New York Acad. Sc. 2:6, (Nov.) 1848. 

2 Richards, and Taylor, J. 0.: Anesthesiology 17:414, 1956. 


: 
- a division of The Wander Company Lincoln, Nebraska Peterborough, Canada 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


Why is the three-day biliary flush 
recommended after cholecystectomy? 


To remove stones and debris frequently present in the common duct 
when choledochostomy has not been done. 


Source: Best, R. R.; Rasmussen, J. A., and Wilson, C. E.: A.M.A. Arch. Surg. 67:839, 1953, 


THREE-DAY BILIARY FLUSH* 


BEFORE BREAKFAST. 6 oz. Citrate of Magnesia 

AFTER BREAKFAST 3 DECHOLIN with Belladonna tablets 
3 tablespoons pure cream or olive oil 
BEFORE SUPPER 3 tablespoons pure cream or olive oil 

1 nitroglycerin tablet (1/100 gr.) 
under the tongue 

AFTER SUPPER.... 3 DECHOLIN with Belladonna tablets 
3 DECHOLIN with Belladonna tablets 


*Adapted from Best, R. R., and others: ibid. 


for hydrocholeresis plus reliable spasmolysis 


D ECH 0 LI N° wits BELLADONNA 


(dehydrocholic acid with belladonna, AMEs) 


in postoperative management—“Hydrocholeretic therapy is employed 
as a routine feature...in patients with cholecystectomy, cholecystostomy, 
and other biliary tract procedures.”! 


in medical management—“...also recommended for patients with a clinical 
history of biliary tract disease when gallbladder disease 
has not been confirmed.”2 


1. Refresher Article: M. Times 85:1081 (Oct.) 1957. 
2. Best, R. R.: Mod. Med. 25:264 (March 15) 1957. 


for hydrocholeresis 


DECHOLIN’ 


(dehydrocholic acid, AMES) AMES 
Elkhort tadiono 


Available: DECHOLIN/ Belladonna tablets (dehydrocholic acid, AMES) Toronto» Conede 
3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.) 

Bottles of 100 and 500. ( \' 
DECHOLIN tablets: (dehydrocholic acid, AMES) 3% gr. (250 mg.) 

Bottles of 100, 500, and 1,000; drums of 5,000. 
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that’s why MODANE offers you 


a dosage form for every patient 


TABLETS REGULAR (yellow) For your average adult patient. 


Each tablet contains 75 mg. danthron, 25 mg. calcium panto- 
thenate. Dose — 1 tablet immediately after the evening meal. 


TABLETS MILD (pink) for hypersensitives and children (6 to 12 yrs 


Each tablet contains 37.5 mg. danthron, 12.5 mg. calcium g 


pantothenate. Dose — 1 tablet to be taken immediately after 
the evening meal. 


Liquio ... for geriatric, pediatric, and “liquid only” patients. 


Each teaspoonful contains 37.5 mg. danthron and 12.5 mg. 
calcium pantothenate. Dose — 1 teaspoonful or fraction 


thereof, according to age and condition, immediately after the \ 
evening meal. 


MODANE’S danthron (1, 8-dihydroxy- MODANE’S calcium pantothenate 
anthraquinone) in individualized dos- offers neurohumoral aid to rehabilita- 
ages assures safe, gentle overnight relief tion of the bowel which, from distention 


—without irritation or griping — acts and overwork, has become flaccid and 
systemically on the large intestine. atonic. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 


Chattanooga Los Angeles Portland 


» 
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Ideally 
Suited for 


«a just two tablets 


at bedtime 


After full effect 
one tablet 
suffices 


RAUWILOID provides effective Rauwolfia 
action virtually free from serious side effects... 
the smooth therapeutic efficacy of Rauwiloid | 
When more potent drugs are 1 ® associated with a lower incidence of certain 


needed, prescribe one of the con- unwanted side effects than is reserpine. ..and 
venient single-tablet combinations 
Rauwiloid’ + Veriloid” 
alseroxylon 1 mg. and alkavervir 3 mg. 
or RAUWILOID can be initial therapy for most 
Rauwiloid’+Hexamethonium hypertensive patients... Dosage adjustment 


alseroxylon 1 mg. and hexamethonium P 
chloride dihydrate 250 mg. iS rarely a problem. 


Many patients with severe hypertension can be main- Ri 
tained on Rauwiloid alone after desired blood pressure her, 
Northridge, California 


with a lower incidence of depression. Toler- 
ance does not develop. 


levels are reached with combination medication. 
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VAGINAL GEL VAGINAL DOUCHE 
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BETADINE 
brand of Povidone-lodine, possesses broad-range germicidal activity 
against fungi, yeasts, bacteria, protozoa, and viruses. In the vaginal 
tract Betadine Vaginal Gel and Betadine Vaginal Douche kill 
trichomonas and monilia on contact and destroy common pathogens. 
Betadine is virtually nonirritating to vaginal mucosa. 


indicated: 
in the treatment of trichomoniasis, moniliasis and nonspecific vaginitis. 


advantages: 
¢ almost immediate relief from leukorrhea, pruritus; diminishes malodor 

* unsurpassed broad-range microbicidal activity 

¢ therapeutically active even in the presence of blood, pus, vaginal secretions 
* wetting action to assist penetration into vaginal crypts and crevices 


how to use: 
In the office: Swab the vaginal vault with Betadine Antiseptic, full strength. 


prescribe Betadine Vaginal Douche for therapeutic use as follows: 
Two (2) tablespoonfuls to a quart of lukewarm water once daily by the patient 
at home, for six days. On the seventh day, the patient returns for re-examina- 
tion and swabbing with Betadine Antiseptic; an additional week of therapeutic 
douching if necessary. 


prescribe Betadine Vaginal Gel as follows: Insert one (1) applicatorful 
of Betadine Vaginal Gel each night, followed by a douche the next morning, 
through the entire menstrual cycle. If further therapy is warranted, the gel 
should be continued only during the actual menses days of the following two 
menstrual periods. 

After the infection has been brought under control, the use of Betadine 
Vaginal Douche is recommended twice weekly at a dilution of one (1) table- 
spoonful to a quart of lukewarm water. 


established in 1905 
TAILBY-NASON COMPANY, INC., Dover, Delaware 
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for the skin 
troubled by 
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Overwhelming evidence’ proves: 


— 


|_| 


capsules 
Ina recent report! on 44 patients, VASTRAN FORTE reduced plasma cholesterol levels to 
normal in 21 patients and lowered cholesterol levels by at least 40% in 14 more patients 
during a 30-week period. There was no change in diet. 

VASTRAN FORTE produces no significant side effects on long-term administration. 
“No toxic reactions have been found by clinical and laboratory observations, including 
a battery of seven tests of hepatic function and needle biopsies of the liver in 17 patients 
after one year of therapy.”! However, patients must be told to expect pronounced. 
warm flushing within approximately 15 minutes of the early doses. This effect is the 
normal initial response to high-dosage nicotinic acid, and is in no way harmful. It gen- 
erally does not occur after one or two weeks. 


Each VASTRAN FORTE Capsule contains: nico- 


tinic acid, 375.0 mg.; ascorbic acid, 50.0 mg.; 

terol dosage of nicotinic acid'-"} forti- 2.5 
guard against vitamin deficiencies due : 
dosage fa factors By activity), 100 meg, Denag: Ini 
of unsaturated fatty acids in normal 
diets!*-'? and ascorbic acid'* for support adjusted according to response. Maintenance 


requirements may vary from 1 capsule q.i.d. to 


against degenerative arterial changes. 4 capsules q.i.d. Supply: Bottles of 100 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 


Bibliography: 1. Parsons, W. B., Jr., and Flinn, J. H.: A.M.A. Arch. Int. Med. 102:783, 1959. 2. Parsons, W. B., Jr., and 
Flinn, J. H.: J.A.M.A. 165:234 (Sept. 21) 1957. 3. O'Reilly, PR O.: Canad. M. A. J. 78:402 (March 15) 1958. 4. Altschul, R., 
and Hoffer, A.: Arch. Biochem. 74:420, 1958. 5. Achor, R. W. P: Berge, K. G.; Barker, N. W, and McKenzie, R. F: 
Circulation 17:497, 1958 6. Altschul, R., and Hoffer, A.; Circulation 16:499, 1957. 7. Hoffer, A., and Callbeck, M. J.: 
J. Ment. Sc. 103:810, 1957. 8. Parsons, W. B., Jr., and Flinn, J. H.: Circulation 16:499, 1957. 9. Achor, R. W. P; Berge, 
K. G.; Barker, N. W., and McKenzie, B. F: Circulation 16:499, 1957. 10. O'Reilly, P O.; Demay, M., and Kotlowski, K.: Arch. 
Int. Med. 100:797, 1957. 11. deSoldati, L.; Stritzler, G., and Balassanian, S.: Prensa méd. argent. 44:3286 (Nov. 8) 1957. 12. 
Parsons, W. B., Jr., et al.. Proc. Staff Meet. Mayo Clin. 21:377 (June 27) 1956. 13. Altschul, R; Hoffer, A., and Stephen, 
J.D.: Arch. Biochem. 54:588, 1955. 14. Seebrell, W H., and Harris, R. S.: The Vitamins; Chemistry, Physiology, Pathology, 
New York, Academic Press, 1954, vol. 2, p. 551. 15. Gregory, I.: J. Ment. Se. 101:85, 1955. 16. Sinclair, H. M.: Lancet 1:381, 
1956. 17. Page, I. H., et al.: J.A.M.A. 164:2048 (Aug. 31) 1957. 18. Rosenfeld, L.: Am. J. Clin. Nutrition 5:286, 1957. 


if 
} 
| 

| 
| 
| 

| 
| 
| 

i 

— 
| 
| 
| 
| 
| 

| 
| 


WHENEVER COUGH THERAPY IS INDICATED 


SYRUP 
THE CONDI Rx FOR COUGH CONTROL 


cough sedative / antihistamine /expectorant 


e relieves cough and associated symptoms 
in 15-20 minutes e effective for 6 hours or longer 
) promotes expectoration e rarely constipates 
e agreeably cherry-flavored 
Each teaspoonful (5 cc.) of Hycomine contains: 
Hycodan® 
Dihydrocodeinone Bitartrate . 
(Warning: May be habit-forming) 6.5 mg. 
Homatropine Methylibromide 1.5 mg. 
Pyrilamine Maleate ... .. . .12,.5 mg. 
Sodium Citrate. . . . 


on request forming. Federal law permits oral prescription. 


ENDO LABORATORIES Richmond Hill 18, New York 


U.S. Pat. 2,630,400 


® Literature Supplied: As a sniierktnianies syrup. May be habit- 
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THE TREATMENT © THREATENED ABORTION 
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BOSAGE: 
ONE TABLET, 3 OR 4 TIMES DAILY 


Sun., Oct. 11, 1959, The Dink 


TACOMA, WASHINGTON 
Wed. Oct. 14, 1959, The Hotel 


Sat., Nov. 7, 1959, The 


CORPUS CHRISTI, Texas 
m Fri, Nov. 13, 1959, The Robert 0 


RIVERSIDE, CALIFORN 
. Sun., Nov. 15, 1959, The Mi 

SANTA BARBARA, 

Wed., Nov. 18, 1959, Th 


MOLINE, 
Wed." Dec. 2 


DENVER, COLORADO 
‘Sun., Jan. 10, 1960, 
AUSTIN, TEXAS 
Fri, Jan. 15, 1960 


POCATELLO, IDAHO 
Sat., April 2, 1960, Th 


MINNESOTA, 
t., April. 9, 1960, The Frederi 


NTA ROSA, EALIFOR 
.. Sept. 16, 1960, The Fle 


In cooperation with medical organizations throughout the United States, Lederle continues to offeré 
post-graduate medical education through its Symposium program. Upon completion of the schedule? 
the number of Symposia presented will exceed 200 since the first meeting, sponsored by the Kn 
(Tenn.) Academy of Medicine eight years ago. Each meeting presents prominent authorities disci 
important advances in clinical medicine and surgery. Activities are also planned for physicians 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Fostex’ 


treats their 
ace 


® while they 


wash ¢ 


degreases the skin helps remove blackheads’ dries and peels the skin 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
dium dioctyl sulf inate 


Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


G FOSTEX CREAM CAKE 


... in 4,5 oz. jars. For thera- ... in bar form. For therapeu- 
peutic washing in the initial tic washing to keep the skin 
s to offer phase of oily acne treatment. dry and free of blackheads 

during maintenance therapy. 
schedule Also used in relatively less 
Write for samples. oily acne. 


by the Kn 
‘ities disci 


sicians WESTWOOD PHARMACEUTICALS Buffalo 13, New York 


Ww York 
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NOW SHE 

CAN COOK 

BREAKFAST 
AGAIN 


WHEN YOU PRESCRIBE 


A new drug with specific effectiveness in nausea 
and vomiting of pregnancy, Mornidine elimi- 
nates the ordeal of morning sickness. 

With its selective action on the vomiting cen- 
ter, or the medullary chemoreceptor “trigger 
zone,” Mornidine possesses the advantages of 
the phenothiazine drugs without unwanted 
tranquilizing activity. 

Doses of 5 to 10 mg., repeated at intervals of 


(BRAND OF PIPAMAZINE) 


six to eight hours, provide excellent relief all 
day. In patients who are unable to retain oral 
medication when first seen, Mornidine may be 
administered intramuscularly in doses of 5 mg. 
(1 ce.) : 

Mornidine is supplied as tablets of 5 mg. and 
as ampuls of 5 mg. (1 cc.). 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


OCTOBER 1959 


| 

| 

48 
| 

: 

| | 

| | 
| . = 
| ‘= 

| 
| 
Freque 

tial die 

8a val 
unhealt 

| 

| lishes Ci 

{0 main 

| 

| 
| 

| 

| 


three essential steps 
help overweight patients 


eat to live, 
not live to eat 


supervision by the a balanced supportive 
physician eating plan medication 
M 
bedrin 
and the 60-10-70 Basic Plan 
all provide an effective weight control regimen 
bral Frequently a patient loses weight while on a spe- Each capsule or tablet provides: 
be tal diet, then soon gains it back again. Obedrin Semoxydrine® HCl (methamphetamine HCl), 5 mg., for 
sa valuable aid to this type of patient. It curbs ite end mood-tifting elects 
unhealthy food craving while die patient estab- Pentobarbital, 20 mg., to guard against excitation 


lishes correct eating habits. Thus he becomes able 
maintain optimum weight. 


Bistol, Tennessee New York + Kansas City San Francisco THE S. E. ASSENGILL COMPANY 


Thiamine Mononitrate, 0.5 mg., Riboflavin, 1 mg. and 
Nicotinic Acid (Niacin), 5 mg., to supplement the diet 


Ascorbic Acid, 100 mg., to help mobilize tissue fluids 
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for dependable 
control of appetite 
... 4 flexible 
dosage form 


tablets or 
capsules 


cP 


lunch dinner 


The Obedrin formula permits a flexible 
dosage schedule which depresses the appetite 
when it is most important to do so—at peak 
hunger periods. The physician can 
adjust the dosage to fit each patient’s need. 


CObedrin 


and the 60-10-70 Basic Plan 
advantages of Obedrin 
A dependable anorexigenic agent 
A flexible dosage form 


Minimal central nervous stimulation 


Used with the 60-10-70 


Vitamins to supplement the diet Write for 60-10-70 Basic Plan, Obedrin offers 
menus, weight charts, an ideal weight-control regl- 
No hazards of impaction and samples of Obedrin. men for the overweight patient. 


Bristol, Tennessee New York Kansas City - San Francisco THE S. E. FP ASSENGILL COMPANY 
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| from all points... growing evidence favors 


FUROXONE 


brand of furazolidone 


# Pleasant-flavored Liquip, 50 mg. per 15 cc. (with kaolin and pectin) ® Convenient TABLETS, 
100mg. ® Dosage—400 mg. daily for adults, 5 mg./Kg. daily for children (in 4 divided doses). 


Pruner RELIEF OF SYMPTOMS 


/ 
IVE GONTROL OF “PROBLEM” PATHOGENS 


egy resistance develops to this wide-range bactericide) 


ak W. LL TOLERATED, VIRTUALLY NONTOXIC 


ALANCE OF INTESTINAL FLORA PRESERVED 
(no monilialfor staphylococcal overgrowth) 


From a Large Midwestern University: FurRoxoNne Controls Antibiotic- 
Resistant Outbreak. An outbreak of bacillary dysentery due to Shigella sonnei was success- 
fully controlled with Furoxone after a broad-spectrum antibiotic had proved inadequate. Cure 


” rates (verified by stool culture) were 87% with FuRoxoneE, 36% with chloramphenicol. Only 
FUROXONE “failures” were those lost to follow-up. Chloramphenicol failures subsequently treated 
with FuRoxoNE responded without exception. FUROXONE was also used effectively as prophylaxis 
and to eliminate the carrier state. It was “extremely well tolerated in all 191 individuals who 

a received it either prophylactically or therapeutically.” 

regi- Galeota, W.R., and Moranville., B. A.: Student Medicine (in press) 

ent. 


THE NITROFURANS—A UNIQUE CLASS OF ANTIMICROBIALS EATON LABORATORIES, NORWICH, NEW YORK 
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TERRAMYCI 


brand of oxytetracycline 


Initiation of hovel 
with new, ready-to-ir 


mere SA-TE RRAM 


oxytetracycline with al 


Continuation with oral Cosa-Terramyci 
every six hours will provide highly effect 


Cosa-Terramycin Pediutric 
5 mg./drop (100 mg./ce.), 10 cc. bottle 


Solution and Cosa-Terramycin oral forms is 
available through your Pfizer Representative or 
Medical Department, Pfizer Laboratori 


*Contains 2% Xylocaine® (lidocaine), trac 


in VE CE and ECONOMY | 
| in minutes after diagnosis 
iject Terramycin Intra- 4 
* of potent broad-spectrum activity. 
wed, compatible, be 
. antibacterial serum and tissue levels for 
| Cosa-Terramycin Oral Suspension — peach flavored, U 
Sei Astra Pharmaceutical Products, Ine. 
PPIZER LABORATORIES, Division, Chas. Pfizer & Co., Ine 


how often have you thought... 


This most frequently asked question cannot 
be answered by the manufacturer, the detail 
man, an advertisement, a piece of mail. Only 
through actual experience with a product in 
day-to-day private practice can this question 
be answered. 


UNITENSEN PROVED IN DAY-TO-DAY PRACTICE 
In office trials, Unitensen products have 
been proved effective therapy in the manage- 
ment of the hypertensive patient. These are 
the facts, obtained from 3,841 physicians, 
who used Unitensen products in their day- 
to-day office practice, in treating a total of 
35,727 patients. In 11,093 cases (31.0%) 
results were “excellent”; in 51.2% (18,294) 
cases,“good”; “fair” results were obtained in 
4,591 patients (12.9%) and in only 1,749 
cases (4.9%) were results “unsatisfactory.” 
Minor side effects were reported in 1,081 
cases (3.0%). 


The results mentioned above were obtained 
while the patients engaged in their normal 
daily occupations and activities. None of the 
patients involved in the study were hospital- 
ized or institutionalized. And, despite such 
variables as dietary indiscretions, an occa- 
sional overdose, or a dose inadvertently 
“missed,” the Proof In Practice Study shows 
Unitensen products to be safe, dependable, 
potent antihypertensive therapy . . . permit- 
ting practical office management of virtually 
all hypertensive cases. 


UNITENSEN: BASIC HYPERTENSIVE THERAPY 
Although many of the patients in the Study 
also received diuretics and/or tranquilizers 
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*,.but how will it work in my practice?” 


during the course of treatment, it was noted 
that the vasodilating effect of Unitensen was 
required to obtain optimum blood pressure 
control. Unitensen, a true hypotensive agent, 
is potentiated by diuretics. A combination of 
the two is frequently recommended for lower 
dosage of each drug, minimizing the side ef- 
fects of either. 


UNITENSEN DOES MORE THAN LOWER BLOOD 
PRESSURE Dr. Burton M. Cohen* makes the 
following observations regarding Unitensen: 


“Hypotensive effect obtained through specific 
stimulation of afferent side of reflex pathways 
of blood pressure control without adrenolytic 
action or ganglionic blocking . . . Nausea and 
vomiting rare .. . No alteration of vasomotor 
reflexes, thus no postural collapse . . . Brady- 
cardia, never tachycardia, may occur... 
Cardiac output not lessened . . . Renal circu- 
lation participates in reflex vasodilation . . 
Cerebrovascular resistance is decreased, with 
improvement or maintenance of blood flow 
and Oz, utilization . . . No dangerous side ac- 
tions have been reported.”* 


UNITENSEN-R’ Each tablet contains cryptenamine 
(tannates)1.0 mg., reserpine, 0.1 mg. 
UNITENSEN-PHEN?® Each tablet contains crypten- 
amine (tannates) 1.0 mg., phenobarbital, 15 mg. 
UNITENSEN® Each tablet contains cryptenamine 
(tannates) 2.0 mg. 


Clinical supplies available on request. 


IRWIN, NEISLER & CO. . Decatur, Illinois 


*Cohen, B. M.: The Ambulatory Patient with Hypertension: An Approach to Office Management, presented at the American Medical Association Convention, 


San Francisco, California, June 22-27, 1958. 
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DIUPRES 
plus other 
antihypertensive 


DIUPRES - 
alone 


|| “require addi 
a _.. 48 effective by itself in a majority of patients with or < 


greatly improved 
and simplified management 


of 
hypertension 


DIURIL, WITH RESERPINE 


the first “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


more hypertensives can be better controlled with DIUPRES alone 
than with any other agent...with greater simplicity and 
convenience, and with decreased side effects 


can be used as total therapy or primary therapy, 
adding other drugs if necessary 


in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 


should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 

are often strikingly reduced 

organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 

patient takes one tablet rather than two... 

dosage schedule is easy to follow 

economical 


DIVPRES- 0 0 500 mg. DIURIL (chlorothiazide), DIUPRES- 0 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 0.125 mg. reserpine. 


One tablet one to three times a day. One tablet one to four times a day. 


@verck SHARP & DOHME, DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 


@ DIUPRES AND DIURIL (om ) ARE OF MERCK CO., INC. 
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DERMATOSIS 


Suit the therapy to the condition 
remember this topical trio 
for personalized treatment 


© each stops itch and inflammation quickly 
* each instantly restores and maintains the normal 
protective acid pH of the external auditory canal 


the best therapeutic beginning’ 
in acute skin inflammation 


DOMEBORO’ 


TABLETS OR POWDER PACKETS pH 4.2 
The Original Modernized Burow’s Solution 
convenient wet dressings that stay moist 

longer ... maintain constant pH ... speed healing. 

Tablets in containers of 12, 100, 500, 1000. 

Powder Packets in boxes of 12 and 100. 


maximum steroid benefits at lower 
dosage—lower cost 


CORT-DOME’ 


CREME OR LOTION pH 4.6 

Hydrocortisone Free Alcohol in AciD MANTLE® 
144% hydrocortisone in exclusive ACID MANTLE vehicle ‘‘is 
about as effective as 1% in most conditions treated.’’? 


144%, 1% or 2% hydrocortisone free alcohol in water- 
miscible ACID MANTLE vehicle. In 4 ounce squeeze bottles, 
each with special soft plastic ear-applicator. 


if infection complicates inflammation 


NEO-CORT-DOME 


CREME OR LOTION pH 4.6 
Hydrocortisone Free Alcohol plus Neomycin 
in AcID MANTLE® 

%% or 1% hydrocortisone free alcohol and 5 mg. per 
Gm. neomycin sulfate in exclusive water-miscible AcID 
MANTLE vehicle. In 14 ounce squeeze bottles, each with 
special soft plastic ear-applicator. 


1. Jones, E. H.: Eye, Ear, Nose & Throat Month. 38:460, eee 
2. Lockwood, J. H.: Bull. A. Mil. Dermatologists 4:2, 19 


a DOME CHEMICALS INC. 


125 West End Ave./New York 23, N. Y. * Los Angeles/Montreal 
World Leader in Dermatologicals 
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to worms 


VERMIZINE eliminates pinworms and roundworms wit 
out alienating the patient. Its delicious strawberry flav 
spells ‘‘umm!" for the patient, and its piperazine gu 
conate content spells sudden death for unwante 
parasites. 


VERMIZINE is virtually nontoxic, well tolerated, hig! 
effective and economical. There are no contraind 
tions at normal dosage. Try it in your next “‘wormy” ca 


Formula: Each cc. contains piperazine gluconate, equ 
alent to piperazine hexahydrate 100 mg. 


Supply: Bottles containing pints and gallons. 


CHICAGO PHARMACAL COMPANY 


CHICAGO, ILL. ° SAN FRANCISCO, CALIF. 
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MEDIEVAL CHAMBER 


QUICKER RESPONSE IN OR 
AND TO ENSURE PROPER MAINTENANCE — PRESCRIB 


Nabe 
ij. 
& 
| @ 22 For Efficient Prophylaxis and 
nse without Gastriclrritation. 
iron deficiency pernicious* 
dworms wit CAPLETS 
contraind 
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the addition of the decongestant 
makes for better cough control 


Each 5 ml. tsp. of TRIAMINICOL provides: 


25 mg. 
(phenylpropanolamine HC] ........ 12.5 mg. 
pheniramine maleate 6.25 mg. 
pyrilamine maleate 6.25 mg.) 


Dormethan (brand of dextromethorphan 


Ina pleasant-tasting, fruit-flavored, non- 
alcoholic syrup. 

Dosage: Adults — 2 tsp. 3 or 4 times a day; 
children 6 to 12—1 tsp. 3 or 4 times a day; 
children under 6 — dosage in proportion. 


SMITH-DORSEY : a division of The Wander Company ° Lincoln, Nebraska 
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by decongesting 
the cough area 


while controlling 
the cough reflex 


TRIAMINICOL provides more complete 
cough control than regular ‘cough syrups” 
because it contains Triaminic,!:** the lead- 
ing oral nasal decongestant. This decongests 
the mucous membranes of the respiratory 
tract, reducing swelling and sensitivity, and 
controlling irritating postnasal drip, a com- 
mon cough stimulus. 


TRIAMINICOL also acts directly on the 
cough reflex center. It provides the non- 
narcotic antitussive, Dormethan, fully as 
effective as codeine but without the draw- 
backs of codeine. Liquefaction and expul- 
sion of exudates is aided by the classic 
expectorant action of ammonium chloride. 


References: 1, Lhotka, F. M.: Illinois M. J. 112:259 (Dec.) 
1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 
4. Bickerman, H. A.: in Drugs of Choice, Mosby, St. Louis, 
1958, p. 547. 
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‘ A "THE FIRST-TRUE “TRANQUILAXANT**~. 
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Here what you 
expect when you prescrib 


case profile no. 2840* 


A 55-year-old man complained of a pain- 
ful, very stiff neck on the left side. There 
was marked muscle spasm that seemed to 
involve primarily the trapezius muscle. He 
had a severe headache, with the pain radi- 
ating down the left side of the neck to the 
shoulder. There were no other findings on 
physical examination and results of rou- 
tine laboratory tests were normal. 

Trancopal was prescribed in a dosage of 
200 mg. q.i.d. The first and second dose of 
Trancopal gave only moderate relief. How- 
ever, after the third dose, there was marked 
relief of the stiffness of the neck, as well 
as the headache and shoulder pain. 


After the fourth dose, medication was grad- 
ually decreased and was discontinued on 
the sixth day. One week later, the patient 
had moderate recurrence of the torticollis, 
and Trancopal was again prescribed in 
doses of 200 mg. q.i.d. The patient obtained 
complete relief in one day and no further 
treatment was required. 
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THE FIRST TRUE “TRANQUILAXANT” 


® 


a 


for anxiety and 
tension states 


case profile no. 3382* 


A 35-year-old woman, a professional 
model, had an acute, severe attack of anxi- 
ety. She was irrational and unable to eat, 
and was very restless. 


Initial medication consisted of aspirin with 
codeine and later meprobamate. Neither 
was effective, and the patient’s condition 
became worse. She had to be hospitalized 
because of the marked anxiety. Trancopal 
was then prescribed in a dosage of 200 mg. 
q.i.d., in addition to bed rest. 


After the second dose of 200 mg. of Tran- 
copal, the patient became calm and ra- 
tional, and was able to eat. The dosage of 
Trancopal was gradually reduced to 100 
mg. q.i.d. on the fourth hospital day, after 
which the patient was discharged and was 
able to return to her normal occupation. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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Tr: FIRST TRUE onal 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


Indications: 


Musculoskeletal! Psychogenic! 

Neck pain (torticollis, etc.) Anxiety and tension states 
Low back pain (lumbago, etc.) Dysmenorrhea 

Bursitis Premenstrual tension 
Rheumatoid arthritis Asthma 

Osteoarthritis Angina pectoris 

Disc syndrome Alcoholism 

Fibrositis 

Ankle sprain, tennis elbow, etc. 

Myositis 


Postoperative muscle spasm 


Dosage: Adults, 100 or 200 mg. orally three or four times 

daily. Relief of symptoms occurs in fifteen to thirty minutes and 
lasts from four to six hours. The higher dosage is recommended for 
the treatment of patients in the acute stages of painful 
musculospastic conditions, and anxiety and tension states. 
Children (5 to 12 yrs.) ,50 mg. three or four times daily. 


Supply: 
«gees, Trancopal Caplets® 
100 mg. (peach colored, scored) , bottles of 100. 


New GE Trancopal Caplets 
strength > 200 mg. (green colored, scored) , bottles of 100. 


“Chlormethazanone [Trancopal] not only relieved painful 
muscle spasm, but allowed the patients to resume their normal 
activities with no interference in performance of either 
manual or intellectual tasks.”’2 


“The effect of this preparation in these cases [skeletal 
muscle spasm] was excellent and prompt...” 


“.,. Trancopal is a most valuable drug for relieving 
tension, apprehension and various psychogenic states.””4 


1. Collective Study, Department of Medical Research, 
Winthrop Laboratories. 
2. Lichtman, A. L. (N.Y. Polyclinic M. Sch. & Hosp.): 


Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 
. Mullin, W. G., and Epifano, Leonard (Long Island College 


Hosp.): Am. Pract. & Digest Treat. To be published. ; 
4. Ganz, S. E. (NewYork, N. Y.): J. Indiana M. A. 52:1134, NS 


w 


July, 1959. 


LABORATORIES 
New York 18, New York 


Trancopal (brand of chlormezanone) and Caplets, trademarks 
reg. U.S. Pat. Off. Printed in U.S.A. 9-59 (1400M) 
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Bed of Digtiatie’ purpurea 
with Campanula (Kanterbury Bells) in foreground 


=» from the powdered leaf 
Pil Digitalis (Davies, Rose) 
Gram (14 grains) or 1 W.S.P. Digitalis: Wit: 
“They. are physiologically standardized, 
an ¢xpiration date on each package. 
Digitalis i in its completeness, 
this preparation comprises the 
“entite therapeutic value Of the drug. : 


the physician with a safe and effective 


> means of digitalizing the cardiac patient ° 
of maintaining the necessary saturation. 
Security lies in Prescribing the 
“original bottle of 35 Pills, Rose” 
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(PARABROMDYLAMINE MALEATE) 


Dimetane 


Whatever the allergic symptom, Dimetane provides unexcelled antihistaminic 
potency and minimal side effects. Dimetane works in certain cases where other 
antihistamines fail. For your next case of pruritus or urticaria prescribe Dimetane 
Extentabs® (12 mg.), Tablets (4 mg.), Elixir (2 mg./», cc.), Dimetane-Ten Injectable 


(10 mg./cc.) or Dimetane-100 Injectable (100 mg./cc.). A. H. Robins Co., | eliins. 
Inc., Richmond 20, Virginia/Ethical Pharmaceuticals of Merit Since 1878 7m 
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“symptom comple 


CHROCIDI 


_, bronchitis develops as a serious bacterial ci complicat 
'~ about one in eight cases of acute upper respirator 
infection.’ To protect and relieve the 


sage: 2 tablets or teaspoonfuls q.id. (equiv. 1 Gm. 

tetracycline). Each TABLET contains: ACHROMYCIN® Tetrac 
(125 mg.); phenacetin (120 mg.); caffeine (30 mg.); 
salicylamide (150 


); chlorothen citrate (25 mg Also as 
SYRUP. (lemon-lime favored, caffeine ‘free. 


1. on Volkenbur 
Wo He Am. J. Hygiene 71:122 an.) 1933 


— ar LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Cli with allergic swellin 
for yo" Congestion associated with 
respi Extentabs® (12 mg.), Tablets la, 
D cc.) new DIMETANE-TEN Inj jectable | 

new DIMETANE-100 Injectable 100 mg /¢ | 
4 A HR Pharmaceuticals of Merit Since 1878 | 
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N S| 0 Nos DIS TREATMENT 


ALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE tasorarorics « Division of Hoffmann-La Roche Inc ¢ Nutley 10, N.J. 
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(H.W.&D. brand of lututrin) 


TABLETS 


IN PREMATURE LABOR 
: THREATENED AND HABITUAL ABORTION 
AND DYSMENORRHEA 


LUTREXIN has been used successfully in functional dysmenorrhea'-* 
for the past six years, as well as in selected cases of premature labor*+’ 
and threatened and habitual abortion.** 


LUTREXIN exerts an indirect, as well as a direct, relaxing action on 
the uterus by blocking the pituitary hormones.* 


LUTREXIN administered orally decreases uterine contractions with- 
in thirty minutes.'-’ 


LUTREXIN is a naturally occurring, non-steroid, uterine relaxing 
hormone, biochemically different from other ovarian hormones. 


. Jones, G. S. and Smith, F.: Am. J. Obstet. Gynecol., Vol. 67, No. 3, 628-633, 1954. 
Jones, Scott S.: Northwest Medicine, Vol. 54, 1253-1254, 1955. 

. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5, No. 5, 1955. 
Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 9, No. 3, 1957. 
Rezek, G. H.: Annals of The N.Y. Academy of Sciences, Vol. 75, 995-997, 1959. 
Hardy, E. D.: to be published. 

Trythall, S.W.: The Journal-Mich. State Med. Soc., p. 711, 1958. 

Bryant, H. H.: to be published. 

. Bryant, H. H.: Annals of The N.Y. Academy of Sciences, Vol. 75, 1037-1038, 1959. 


in vivo measurement 
of LUTREXIN on 
contracting uterine muscle 
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Experiences with Stenosis of 


the Sphincter of Oddr 


JAMES A. KIRTLEY, JR., M.D., LAURENCE A. GROSSMAN, M.D., and 


Stenosis at the sphincter or in the common duct may be a complication of cholelithiasis or may 
follow cholecystectomy. It seems likely that a certain percentage of patients having so-called 


DOUGLAS H. RIDDELL, M.D.,t Nashville, Tenn. 


“post-cholecystectomy symptoms” actually fall into this category. It suggests that the duct 
should be investigated for stenosis at the time of initial gallbladder surgery 


not to overlook this complication. 


DESPITE THE LARGE NUMBER OF CONTRIBUTIONS 
on disease of the biliary tract, the diagnosis 
and correct treatment of stenosis of the 
sphincter of Oddi or atresia of the papilla of 
Vater is still difficult and controversial. It is 
generally agreed that cholecystectomy in the 
presence of gallstones will relieve about 85% 
of such patients. This figure may drop to 
25%! in cholecystectomy without stones. 
Thus, 15 to 75% of the many patients having 
cholecystectomy may fall into the “post- 
cholecystectomy syndrome” group. Many 
writers*® in recent years have pointed out 
that narrowing of the ampulla or papilla of 
Vater may be the only pathologic finding on 
exploration of the common duct and ampulla 
of Vater. 

In 1925, del Valle7® stated that the diag- 
nosis of obstruction at the sphincter of Oddi 
could be made before the initial operation of 
cholecystectomy. He based this on the radia- 
tion of pain from the epigastrium to the level 
of the first lumbar vertebra and to the left 
scapular area. According to Mirizi,§ del Valle 
was probably the first to section the sphincter 


of Oddi to relieve this stricture-like obstruc- 
tion. 


This report deals with 31 private patients 


Section on Surgery, Southern Medical As- 
ol ae Annual Meeting, New Orleans, La., 
‘From the Departments of Surgery and Medicine, Vander- 
bilt University School of Medicine, Nashville, Tenn. 
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who had obstruction at the sphincter which 
prevented the passage of a 3 mm. Bakes di- 
lator. Patients having neoplasms of the pan- 
creas or ampulla or recurrent pancreatitis are 
not included in this study. There were some 
patients in whom the dilator was “tight” in 
the ampulla but successively larger dilators up 
to 5 or 6 mm. could be passed without undue 
pressure. These patients were not included 
and their symptoms have been relieved by the 
dilatation alone. These 31 patients can be 
listed in three groups: 


Group _ I. Post-cholecystectomy 

syndrome 16 
Group II. Idiopathic stenosis of 

sphincter of Oddi 8 


Group III. Stenosis found during opera- 
tion for cholelithiasis with 
or without choledocholi- 
thiasis 7 
Diagnosis 
Symptoms. Recurrent epigastric pain has 
been present in most of our cases as well as in 
other reports.?4° The pain may vary from a 
dull ache to severe pain requiring narcotics 
and usually is referred to the posterior tho- 
racic region. Reference of pain to the left 
scapular area as reported by del Valle has not 
been constant but has been present in many 
patients having had cholecystectomy previ- 


=z 
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ously. Nocturnal attacks of pain have been 
most impressive in some patients. 

Jaundice, chills and fever have occurred 
rarely except in those patients having chole- 
docholithiasis. Epigastric discomfort, eructa- 
tion, malaise and occasional nausea or vomit- 
ing have all been observed but are not diag- 
nostic. In the post-cholecystectomy group often 
the pain and pattern of pain radiation mir- 
rors that experienced prior to cholecystec- 
tomy. 

The chronicity of symptoms, especially in 
the post-cholecystectomy group, may be sig- 
nificant in that the average time between 
cholecystectomy and sphincterotomy was over 
4 years. In several instances, however, “post- 
cholecystectomy symptoms” appeared within 
a few weeks after operation. 

Laboratory data. There was significant ele- 
vation of the serum bilirubin in only 2 of the 
16 patients in the post-cholecystectomy group. 
The alkaline phosphatase was elevated in one 
patient. Slight elevation of the serum bili- 
rubin (2.1 mg. per 100 cc.) was noted in 3 of 
the 8 patients with idiopathic stenosis. In the 
group of 7 patients with cholelithiasis and 
stenosis, 6 had obstructive jaundice with 3 
having stones in the common duct also. In the 
absence of jaundice, the laboratory findings 
were usually normal and not diagnostic. 

Radiographic studies. Cattell, Colcock and 
Pollack* have emphasized the importance of 
cholangiograms in establishing the diagnosis 
of stenosis of the sphincter of Oddi. Using the 
standards set by Wise and O’Brien,'° they 
made a diagnosis of partial obstruction of the 
ampulla if the duct measured from 8 to 15 
mm. in width, and if the density of the dye 
was as great at 120 minutes as at 60 minutes. 
We found dilated common ducts in only 7 of 
the 16 patients with ampullary stenosis who 
had previously had cholecystectomy. In 8 pa- 
tients the cholangiograms were interpreted as 
“normal.” 


In the group with idiopathic stenosis, all 
had _ normal cholecystograms. Delayed empty- 
ing of the gallbladder after fat intake was 
noted in one patient. Some dilatation of the 
common duct was seen in 2 of 3 patients in 
Group III who had stones in the common 
duct as well as in the gallbladder. 


Indications for Operation 


Indications for exploration of the common 
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bile duct. The following indications for ex. 
ploration of the common bile duct have been 
observed in 354 patients having cholecystec. 
tomy during the same period that 31 patients 
had sphincterotomy. The common duct was 
explored in 76 patients (22 per cent). 

(1) Definite obstructive jaundice in the 
past or present. 

(2) Dilatation of the common bile duct. 
This may more accurately be determined by 
placing a Bakes dilator alongside the duct. 

(3) Small or moderate-sized stones in the 
gallbladder with a moderate to large cystic 
duct. 

(4) Palpable stones in the common duct. 

(5) Visible stones or ampullary obstruction 
on cholangiography. 

(6) Definite induration in the head of the 
pancreas. 

(7) History and findings suggesting the 
“post-cholecystectomy syndrome.” 

(8) History and findings suggesting “idio- 
pathic stenosis” of the sphincter of Oddi. 

Some relative indications for exploration of 
the common duct have also been observed. 

(1) A past history of jaundice. 

(2) Sand or detritus in bile aspirated from 
the common duct. 

(3) Acalculus gallbladder disease. 

(4) Gross cholesterolosis of the gallbladder. 

(5) An opaque thickened common duct. 

Indications for transduodenal exploration 
of the papilla of Vater. After the smallest 
Bakes dilator has been introduced through 
the stump of the cystic duct (our preference), 
or a small opening in the common duct, the 
following findings have been used as indica- 
tions for transduodenal exploration of the 
papilla of Vater: 

(1) Resistance at the ampulla to passage of 
the smallest (3 mm.) Bakes dilator. This 
means that undue pressure would have to be 
applied to force the dilator through the am- 
pulla, thereby risking a false passage through 
the duct. 

(2) A gritty sensation in the ampulla. This 
usually means an impacted stone or choles 
terol deposit in the tissues (Fig. 1).!* 

(3) A palpable “olive” tumor in the region 
of the ampulla. This has been observed by 
Gillette.1 
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Cholesterolosis of the ampulla of Vater. (Courtesy of Ann. 
Surg.) 


(4) Stone or stones impacted in the am- 
pulla. 


(5) History suggestive of ampullary tumor. 


Operative Considerations 


Operative findings. There was definite ob- 
struction to the passage of a 3 mm. Bakes 
dilator through the ampulla of Vater in all 
patients in this study and the papilla of Vater 
appeared as a pinpoint opening. Even under 
direct vision it was often necessary to incise 
the mucosa to permit passage of the dilator 
and insertion of a grooved director. 

Cholesterolosis of the ampulla was proven 
microscopically in 2 patients and because of 
the characteristic gritty-like sensation on pas- 
sage of the dilator was thought to be present 
in another. Fibrosis of the sphincter was 
noted grossly in 3 patients and was found on 
biopsy in 4 others, so that 6 of 10 biopsies of 
the ampulla showed pathologic changes. Some 
induration in the head of the pancreas was 
noted in 10 patients with the body and tail of 
the pancreas being normal. 

Abnormal dilatation or excessive length of 
the cystic duct stump was infrequently noted 
and no instances of neuroma of the stump 
were encountered. 

Operative procedures. All 31 patients had 
some transduodenal procedure carried out on 
the sphincter of Oddi in addition to choled- 
ochotomy. The descending duodenum was 
mobilized and a transverse incision was made 
with the smallest dilator in the common duct. 
Division of the papilla and sphincter at 
eleven o'clock with a grooved director or 
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dilator being inserted in the ampulla was car- 
ried out in all cases. A small wedge or bit of 
tissue between the jaws of a small hemostat 
was removed in 11 of the 31 patients. Mucosal 
sutures were used only for traction or hemo- 
Stasis except in 3 patients where ampullary 
and duodenal mucosal edges were approxi- 
mated. Ampullo-duodenostomy or sphinctero- 
plasty has been abandoned because of one 
early postoperative death due to acute pancre- 
atitis with cerebral and renal fat embolism 
(Case 1). 

Long-arm T-tubes, with one arm extending 
into the duodenum, were used initially in 16 
patients, but despite careful fenestration on 
the side next to the pancreatic duct, clinical 
pancreatitis developed in 3 patients so that 
either a short-arm T-tube or French catheter 
has been used in 15 patients. 

After closure of the duodenostomy and 
tight closure of the common duct around the 
T-tube or catheter, the gallbladder is removed 
if present. Penrose drains are placed down to 
the foramen of Winslow. 

Complications. Pancreatitis has been the 
most frequent complication and was clinically 
significant in 4 patients. In each of these 
either a long-arm T-tube or ampullary mu- 
cosal sutures had been used. 

There were 4 deaths in this series of 31 pa- 
tients (Table 1). Two were in the post-cho- 
lecystectomy group and two in the group hav- 
ing associated cholelithiasis and choledocholi- 
thiasis. One patient, age 71, developed a duo- 
denal fistula, possibly due to a false passage 
through the terminal common duct or be- 
cause she pulled the T-tube out of position 
while irrational. Two patients, age 74 and 87 
years, with known cardiovascular disease, died 
from myocardial infarction. The fourth pa- 
tient developed postoperative pancreatitis and 
her history is abstracted below. 


TABLE 1 
POSTOPERATIVE DEATHS AND CAUSES 


No. of Days 
Following Cause of 
Patient Age Group Operation Death 
Duodenal 
E.L. 71 I 21 fistula 
Myocardial 
F.N. 74 Ill ll infarction 
Postoperative 
A.M. 43 I 2 pancreatitis 
Myocardial 
W.wW. 87 Ill 2 infarction 
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M. B. H. (No. 261267), a 43 year old white woman, 
had had a cholecystectomy 8 years ago. An acutely in- 
flamed gallbladder was removed, no stones being pres- 
ent in the gallbladder or common bile duct. 

Four years later the patient again began having epi- 
sodes of pain in the right epigastrium radiating to the 
back, usually associated with nausea or vomiting. She 
was hospitalized on three occasions for these attacks. 
Cholangiograms showed no abnormal dilatation of the 
common duct. Alkaline phosphatase and serum bili- 
rubin levels were normal. 

At operation the common duct was 6 mm. in size. 
A 3 mm. Bakes dilator met firm resistance at the 
ampulla. The duodenum was mobilized and a short 
transverse incision made in the descending portion. 
The duodenal papilla had a tiny slit-like orifice. Trac- 
tion sutures were placed and a small wedge of tissue 
between the jaws of a mosquito clamp was removed 
from the papilla at 10 o’clock. The sphincter and am- 
pulla were then easily dilated up to 10 mm. Three 
fine silk sutures approximated the edges of the am- 
pulla and duodenum. The pancreatic duct was not 
visualized although pancreatic fluid was seen to exude 
from the ampulla several times. A short-arm #16 
T-tube was sutured in the common duct. 

Several hours after operation Neo-Synephrine was 
required to maintain normal blood pressure although 
there was no evidence of hemorrhage. Despite ade- 
quate intake there was a decreasing urinary output 
and an elevated serum amylase (680 Somogi units). 
The patient became comatose with temperature eleva- 
tion of 106° shortly before her death which occurred 
65 hours after operation. Fat droplets were found in 
the urine before death; the unequal pupils and the 
comatose state suggested cerebral fat embolism as well 
as renal embolism. This is well recognized as a fatal 
complication of pancreatitis. An autopsy was not 
obtained. 


Comment 


The preoperative diagnosis was confirmed 
by the findings at operation and the sphinc- 
terotomy was similar to many others. The use 
of the retention sutures to facilitate exposure 
of the sutures in the ampulloplasty may have 
injured or occluded the pancreatic duct. Pan- 
creatitis following sphincterotomy has been 
reported by others. It is the present opinion 
of the surgeon in this case (J.A.K.) that in fu- 
ture cases, in which it seems necessary or de- 
sirable to suture the ampulla, a small poly- 
ethylene catheter will be placed in the pan- 
creatic duct to insure its patency. 


Results 


The results with length of follow-up of all 
31 patients is shown in table 2. In Group I, 
13 patients (81%) have no symptoms, one has 
nausea without vomiting or pain and two are 
dead (Table 1). In Group II, 7 of 8 patients 
are asymptomatic and one has occasional epi- 
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TABLE 2 


RESULTS 31 PATIENTS WITH STENOSIS of 
SPHINCTER OF ODDI TREATED WITH 
TRANSDUODENAL SPHINCTEROTOMY 


Number Length 
of No Occasional 
Patients Follow-up Symptoms Symptoms Dead 
4 to 35 
Group I 16 months 13 1 2 
4 to 48 
Group II 8 months 7 1 0 
4 to 23 
Group III 7 months 5 0 2 


gastric discomfort. In Group III, 5 of the 7 
patients are without symptoms. Two are dead. 

It is of interest that 4 of the 31 patients had 
had psychiatric consultation and some treat- 
ment because of persistent pain in the absence 
of positive radiographic or laboratory find- 
ings. The 4, as was true of the patient report- 
ed by Cole,* have been free of symptoms since 
sphincterotomy. 

McBurney,'* in 1898, reported 6 patients in 
whom he had removed stones from the am- 
pulla through a duodenal incision. He stated 
that he incised the papilla of Vater and pre- 
sumably did a sphincterotomy. del Valle,’ in 
1925, did sphincterotomy for “fibrotic odditis” 
in the face of persistent symptoms but without 
stones. 


Wangensteen, Imamogh and Perry’ have 
observed a very high incidence of stones in 
the biliary tract at autopsy in patients having 
an atretic papilla, while in 22 cadavers with- 
out stones 4 to 7 mm. dilators could be easily 
passed in all but one. They have produced 
stones in rabbits, dogs and monkeys by sutur- 
ing a small strip of cellophane sealing tape 
dusted with dicetyl sodium phosphate around 
the terminal bile duct. This led to routine 
transduodenal inspection of the ampulla at 
operation and they reported that a 3 mm. 
dilator was obstructed in 58% of their pa- 
tients undergoing cholecystectomy. It is now 
the practice in that clinic® that when gall- 
stones are present ‘“‘a small incision is made 
in the common duct. If a 3 mm. Bakes dilator 
passes with ease, with no suggestion of resist- 
ance, a T-tube is inserted and a duodenotomy 
is not done. If there is the slightest suggestion 
of resistance and the dilator does not pass 
readily, a short transverse duodenotomy ind- 
sion is regularly done.” 

Cattell, Colcock and Pollack,* simply re 
move a 1 cm. length of ampulla that lies be- 
tween the blades of a mosquito clamp. 
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Doubilet and Mulholland have performed 
poth endocholedochal sphincterotomy and 
transduodenal sphincterotomy quite success- 
fully for patients with recurrent pancreatitis. 
Mahorner and Browne? prefer transduodenal 
ampullotomy and, like Wangensteen, stress 
the atresia of the papilla of Vater as the cause 
of symptoms. Preston’® described a transduo- 
denal ampulloduodenostomy and does not use 
a T-tube. Jones and Smith’? describe a sphinc- 
terotomy similar to Preston’s but with the use 
of T-tube. Gillette? has performed external 
sphincterotomy on the posterior surface of the 
duodenum similar in principle to a pyloromy.- 
otomy. At least one of his patients had a 
palpable tumor. 


Summary and Conclusions 


A study of 31 patients with sufficient nar- 
rowing at the end of the common bile duct to 
prevent the passage of a 3 mm. Bakes dilator 
is presented. Sixteen patients had previously 
had cholecystectomy, 8 had “idiopathic sten- 
osis” of the sphincter without stones in the 
gallbladder or common duct, and 7 patients 
had cholelithiasis or choledocholithiasis asso- 
ciated with stenosis. All patients had a trans- 
duodenal sphincterotomy with good results in 
25 of the 31. 

Despite the small number of patients it 
would seem that stenosis of the sphincter or 
atresia of the papilla of Vater is a definite, 
and possibly the most common, cause of the 
“post-cholecystectomy syndrome.” 

This same stenosis or atresia may cause 
similar symptoms in patients having normal 
cholecystograms and was found to coexist in 7 
patients who had stones in either the gall- 
bladder and/or the common duct preopera- 
tively. 

A definite diagnosis based on positive lab- 
oratory or radiographic findings may be diffi- 
cult since at least half of the common ducts in 
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Group I were not dilated over 8 mm. on 
cholangiograms. 


Exploration of the common duct is indi- 
cated when the symptoms and/or operative 
findings are suggestive of stenosis. Transduo- 
denal sphincterotomy has been a satisfactory 
procedure in relieving preoperative symptoms. 
Pancreatitis with fat embolism may be a seri- 
ous complication. More experience is needed 
to determine which patients undergoing in- 
itial gallbladder surgery or patients with 
symptoms of gallbladder disease should have 
supraduodenal exploration of the ampulla 
and if resistance to the smallest dilator is en- 
countered, which surgical procedure is then 
indicated. 
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Cystoscopic Removal of Stones: 


HAMILTON W. McKAY, M.D., and HOMER R. JUSTIS, M.D., 


Charlotte, N. C. 


The authors have considered the historical background of the subject as well as the several 


approaches which may be used in this problem. 


Ir IS APPROPRIATE that the Officers of this 
Section should request a paper on cystoscopic 
removal of ureteral stones. The importance 
of the subject justifies such a request. In ad- 
dition, much of the pioneer work with this 
technic in the Southeast was done by enthusi- 
astic members of the Urological Section of the 
Southern Medical Association. In this paper 
the authors will endeavor to do three things: 
(1) give a brief history of the early work done 
by the physicians throughout the country; 
(2) stress a thorough knowledge of the 
anatomy and physiology of the ureter as a 
prerequisite to proper choice of the method 
for removal of stones; and (3) compare the 
pioneer methods to those used in the large 
urologic clinics of today. 

When we say that much of the pioneer 
work was done by members of this section 
we refer first of all to Dr. Bransford Lewis! 
who gave his first paper in 1904. This paper 
was followed by one given before the 
American Urological Association in 1914, in 
which he described the universal operating 
cystoscope with accompanying instruments 
for removal of stones from the ureter. In 
1914, he also presented a new model of his 
original cystoscope along with flexible in- 
struments for performing operations. In one 
of these papers, Lewis mentioned the three 
plans for removal of ureteral stones which still 
are used today. They are, (1) expectant 
therapy (spontaneous expulsion), (2) opera- 
tive removal (by incision) and, (3) cystoscopic 
removal (Fig. 1). 

In 1919, Crowell? read papers before this 
section and the American Urological Associa- 
tion on removal of ureteral stones by manipu- 
lation. Crowell’s work created great interest 
throughout the Southeast. He was a great 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


Triangular-shaped stone back of bladder wall difficult to 
remove with cystoscope. 


believer in the use of multiple catheter dilata- 
tions and in addition, he felt that the injec 
tion of procaine and oil helped the descent 
of the stone. In November, 1931, before this 
section, Livermore*® presented a new metal 
instrument for the removal of stones from the 
ureter which caused a great deal of discussion. 
In 1935, again before this section, Holmes 
and Coplan* reported a new method of re- 
moval of stones by the use of the catheter 
loop which is a very popular technic with 
some urologists today. 

One of the earliest articles on this subject 
to which I have had access is by Kelly, and 
was published in March, 1900. He advocated 
location of the calculus with a wax-tipped 
bougie, dilatation of the ureter and removal 
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of the stone. To quote Kelly, “I am not 
aware that a ureteral calculus has ever been 
assisted to escape in this way before.” It is 
interesting to note that from 1900 to 1912 
very little is said in the literature about 
operating with the cystoscope. For removal 
of a stone in the ureter, Buchannan® sug- 
gested, in 1909, that the patient, if not too 
ill, should be allowed to wash out his own 
stone with distilled water or water from some 
appropriate spring. Deaver,’ in 1907, did not 
mention the cystoscopic method. However, in 
a discussion of a paper four years afterwards, 
he reported a very difficult operation for a 
stone in the lower ureter and said, ‘‘the op- 
erating cystoscope appeals to me strongly’’s 
(Fig. 2). 


Essential Scientific Data 


To properly manage ureteral calculi, it is 
essential to have an accurate and detailed 
knowledge of the anatomy and physiology of 
the ureter. The lumen of the lower ureter is 
not of equal diameter throughout its length 
but has three points of narrowing. These 
are, (1) at the ureteropelvic junction, (2) 
where the ureters dip into the pelvis or across 
the iliac vessels, and (3) where the ureter 
enters the bladder (Geraghty and Hinman).® 
In many cases there is also a contracture of 


FIG. 2 


Johnson stone basket hung on right ureter for 3 days. Un- 
able to remove until spasm relaxed. 
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FIG. 3 


Shows loop catheter in pelvis which injured ureter upon 
withdrawal. 


the ureteral opening. The stone in its descent 
usually stops at one of the extremities of the 
ureter, but stones frequently lodge at one 
of the three points of narrowing mentioned 
above. 

The excellent work of Greene!® and 
Lapides'! emphasizes the necessity for knowl- 
edge of the physiology of the ureter. Greene 
says that moderate dilatation (9 to 11 F.) of 
a dog’s ureter causes a decrease in the 
amplitude of ureteral contracture. Wide 
dilatation (14 to 16 F.) causes ureteral hyper- 
tonicity which acts as a functional obstruc- 
tion. This produces acute pyelectasis and 
ureterectasis. The histologic changes in the 
ureter which result from dilatation are loss 
of mucosa, edema of the submucosa, stretch- 
ing and rupture of the smooth muscle and 
widespread hemorrhage. Later, pathologic 
studies show the muscle bundles to be dis- 
organized with a marked increase in fibrous 
tissue between the bundles combined with 
hypertrophy of the mucosa. Lapides' says 
that the lower segment of the ureter is more 
active than the upper segment. Anyone who 
has read many pyelograms knows this because 
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it is much more difficult to see the opaque with what was being done in the larger 
media in the lower ureter. Why? Because urologic clinics. Over the past 10 years, my 
the lower segment acting independently, colleagues and I have gradually increased the 
empties itself (Figs. 3 and 4). percentage of open operation for ureteral 
stones. It may be given as a guiding rule tha 
Methods of Removal after two at by 
The one question under discussion by cystoscopy have failed, the open operation js 
urologists since 1900 has been the best method usually suggested. It requires great patience 
of removing ureteral calculi. One group and skill to pass an impacted or partially im- 
advises dilating the ureter and waiting for — pacted stone with a catheter. Another dis. 
the stone to be expelled. Another advocates advantage is the delay of gradual dilatation 
dilating the ureter enough to remove the — for removal. I cannot honestly say that our 
stone by operative cystoscopy, using a stone experience with cystoscopic removal of stones 
basket, loop catheter, or other instrument or has been good. Delay in slowly dilating the 
grasping the stone with ureteral stone forceps _ ureter, the large amount of trauma often 
and removing it. One should not be dogmatic —_ caused by the stone-removing instrument, and 
about the specific method or instrument. the morbidity are all factors which must be 

Instruments too numerous to describe have __ weighed. 
been advocated, which is proof positive that In November, 1947, two of my colleagues 
the ideal one is still not available. and I gave a paper before this section on im- 
Methods used by our group. In removal _ portant factors in the surgical removal of 
of ureteral calculi, my colleagues and I use no __ ureteral calculi.* These factors had to do 
one procedure exclusively, since each case or — with preserving a normal upper urinary tract 
group of cases requires a different approach. after any type of operation and by allowing 
In 1947, wel2 gave a paper analyzing 200 the ureter to retain its normal peristalsis. It 
cases of ureteral calculi before the Urological 8 an old adage that one must fit the opera- 
Section of the American Medical Association.  %0n to the pathologic condition and not ty 
The stones in 125 of the 200 cases were ‘© reverse the process. We know that too 
ureteral stones; operation was performed in often the removal 
about one-third of the 125 cases and in one- 
half of these, the stones were in the lower the patient 

state of physiologic and anatomic normalcy. 
ureter. In 1947, these figures were in line 


Summary 
We have given a partial history of the 


earliest work in cystoscopic removal of stones 
and discussed its theory. We have pointed 
out that any operation chosen without due 
consideration of preservation of a normal 
upper urinary tract is neither advisable nor 
scientific. We have also emphasized that one 
should not be dogmatic about the type of 
operation and the type of instrument to be 
used since in every case or group of cases 
operation should be done with the idea of 
restoring the patient to anatomic and physio- 
logic normalcy. 
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A Conservative Method of Treatment 
for Maduromycosis 


JOHN H. SEABURY, M.D., VERNON R. KROLL, M.D., and 
RODNEY LANDRENEAU, M.D.,t New Orleans, La. 


Mapuromycosis has been used as a name for 
those deep chronic infections of the extremi- 
ties due to any one of a number of fungi 
which provoke the formation of chronic 
granulation tissue together with sinus tract 
formation. Historically the name is derived 
from the town of Madura in India. The term 
“Madura foot” was introduced into the medi- 
cal literature in 1846. 


With the passage of time the fungal etiology 
of these chronic infections was recognized, 
together with the fact that they may involve 
the hands and trunk as well as the feet. For 
rather obvious reasons the term mycetoma 
was introduced early to describe these tume- 
factions wherever they might occur. As more 
cases were recognized, some were subjected 
to mycologic study. It became apparent that 
the disease could be produced not only by 
some of the higher fungi but also the actino- 
mycetales. 


In order to reduce the growing confusion 
in the literature, Chalmers and Archibald! 
suggested the name “mycetoma” for all 
growths due to those fungi which produced 
grains. These “grains” were composed of 
hyphae and other fungal elements, and might 
be found either in affected tissues or their 
discharges. They subdivided the mycetomas 
into two groups: the maduromycoses in which 
the grains were composed of large segmented 
mycelial filaments, possessing well-defined 
walls and usually chlamydospores, and the 
actinomycoses in which the grains were com- 
posed of very fine, nonsegmented mycelial 
filaments, the walls of which were not clearly 
defined and no chlamydospores were formed. 
This classification was a useful one for many 


+From the Department of Medicine, Louisiana State Uni- 
versity School of Medicine, New Orleans, La. 


years but in the light of our present knovwl- 
edge probably should be abandoned. 

Whether the term “maduromycosis” is re. 
tained, or the less geographic and more 
descriptive term “mycetoma” is substituted to 
include the entire group would be of little 
importance were it not for the fact that 
maduromycosis is considered a synonym of 
“Madura foot” by so many. The pathologic 
lesion of actinomycosis or nocardiosis of the 
extremities is essentially the same as that 
produced by fungi belonging to the class 
Fungi Imperfecti or to the Ascomycetes. The 
gross appearance of the affected areas is like- 
wise the same. When to these factors is added 
the lack of significance of the presence of 
“grains,” there seems no logical reason for 
the attempt at lending mycologic respecta- 
bility to a purely clinical entity. Furthermore, 
grains may be composed of colonial concre- 
tions of bacteria rather than fungi. It would 
seem much simpler to refer to all chronic, 
nonsystemic tumefactions due to fungi as 
“mycetomas,” qualifying the term by the spe- 
cific part affected. 


Most of the organisms which have been 
isolated from cases of mycetoma can be found 
in nature either in the soil or upon vegeta- 
tion. In many instances a definite history of 
significant trauma can be elicited, and at 
times a residuum of wood or similar sub- 
stance may be found within the tumor. Myce- 
toma of the foot occurs most frequently in 
those who go bare-foot or with only the soles 
protected. 

The diagnosis of mycetoma of an extremity 
immediately presents two challenges. In one 
way or another the invading fungus must be 
destroyed, or inhibited to the extent that the 
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body can completely contain the infection. 
In addition, some functional limitation has 
usually taken place before the condition comes 
to the attention of the surgeon. If a func- 
tional extremity cannot be obtained, even if 
the infection is eliminated, amputation with 
a satisfactory prosthesis may be a better choice 
than preservation of a rigid and deformed 
extremity. The problem is made much more 
difficult when osteomyelitis is demonstrable 
by x-ray examination. If the osteomyelitic 
involvement is extensive, eradication of the 
fungus infection is much more difficult and 
less likely to succeed, even with specific anti- 
fungal agents. 


The therapeutic attack upon mycetomas 
has frequently been either “medical” or 
“surgical” to the probable detriment of the 
patient. In many instances there is good rea- 
son to believe that combined medical and 
surgical treatment will result in the healing 
of the infection and functional rehabilitation. 
Medical treatment of the mycotic infections 


‘cannot be approached from a “shotgun” 


angle. Some of the fungi which produce 
mycetomas are completely resistant to all 
available and usable antifungal agents. There 
is no point in prolonging disability or hos- 
pitalization by attempting to treat such infec- 
tions medically. Specific mycologic diagnosis 
is essential. 

Patients with mycetomas due to Acti- 
nomyces bovis can be treated simply with 
penicillin in most instances. If this antibiotic 
is given in a dosage of 2 million units per 
day for at least 2 months, one can anticipate 
permanent healing. Surgical drainage and the 
utilization of such substances as desoxyri- 
bonuclease or trypsin in the surgically opened 
areas will facilitate healing. The sulfonamides 
are considerably less effective than penicillin. 
One of the few reported medical cures of 
maduromycosis is that of Dixon? who claims 
successful treatment of ‘Madura foot” with 
sulfanilamide. He did not establish the etiol- 
ogy of the infection, but commented that the 
organism resembled Actinomyces madurae on 
direct smear, and could not be grown on 
Sabouraud’s medium. This strongly suggests 
that the organism was A. bovis. Dixon re- 
ported his case after only 8 months of post- 
treatment observation, and noted that a small 
ulcer reappeared twice during this time. The 
ulcer healed during resumption of sulfanila- 
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mide therapy, and it is doubtful that this 
report is sufficient to establish permanent 
cure. A second case which was reported as 
being clinically cured by the use of sulfa- 
diazine by Peters* was not actually cured. 
Despite treatment with sulfadiazine for more 
than one year, this patient still had active 
“Madura foot” 3 years later. 


Mycetomas due to one of the nocardia are 
likely to respond to surgical drainage and 
treatment with sulfadiazine or triple sulfona- 
mides. Since other antifungal agents and 
broad-spectrum antibiotics are likely to be at 
least suppressive, sensitivity studies on the 
nocardia should always be done if possible. 


Those fungi, belonging to the classes Asco- 
mycetes and Fungi Imperfecti, are generally 
considered to be resistant to available anti- 
fungals. Jn vitro studies will show that some 
of them are susceptible to certain antifungal 
agents which can be used topically, but not 
orally or parenterally. Still others may be 
reasonably sensitive to high concentrations of 
an antifungal agent which can be given paren- 
terally, but the conditions present in the 
infected area may make unlikely the achieve- 
ment of an adequate tissue concentration by 
intravenous administration. In some instances, 
the in vitro sensitivity to antifungal agents 
singly may be so poor as to suggest that 
medical treatment is hopeless, whereas com- 
bined antifungal substances may give com- 
plete inhibition in clinically achievable 
concentrations. Table 1 illustrates this for 
a mycetoma-producing Aspergillus. Conse- 
quently, it is mandatory to have sensitivity 
studies of the offending fungus to various 
antifungal agents. It should be emphasized 


TABLE 1 


IN VITRO SENSITIVITIES OF A 
MYCETOMA-PRODUCING ASPERGILLUS FLAVUS 


Minimum Inhibitory 
Level in mcg./ml. 


Antimicrobials at 10 Days of Incubation 


Amphotericin B 8 
MRD-112* 1,000 
Hydroxystilbamidine 100 
Amphotericin B 2 
and 
MRD-112* 125 
Amphotericin B 2 
and 
Hydroxystilbamidine 20 


*MRD-112 is The Wm. S. Merrell Company designation for 


B-diethylaminoethyl fencholate. 


Antimicrobials in Sabouraud’s dextrose agar at pH 7 and 
27° C. Control tubes had confluent growth at three days. 


| 


at this point that these conditions are best 
appreciated when the surgeon, physician, and 
mycologist can freely consult at the bedside. 

It is fairly simple to select an involved area 
adjacent to a sinus tract and to prepare the 
skin for 24 hours before undertaking biopsy. 
After the skin incision is made, instruments 
can be changed and an adequate section of 
the involved deep tissue carefully removed 
to a sterile petri dish. With sterile instru- 
ments the removed wedge may be divided at 
right angles to the free surface and one half 
sent to the mycologist in the sterile petri 
dish, the other half being placed in fixative 
for histopathology. 

The demonstration of the fungus within 
the tissue is assurance that one is dealing 
with a mycetoma, and in some instances its 
morphology will be helpful to the mycologist 
in his decision that the fungus isolated from 
the ground-up biopsy specimen is indeed the 
fungus which is invading the tissue. The iso- 
lation of fungi and the securing of subcul- 
tures suitable for sensitivity studies are both 
greatly facilitated by obtaining uncontami- 
nated cultures. 


The case which is to be presented is of 
particular value because it illustrates many 
of the principles which have been outlined. 
In the first place, although this man’s disease 
had been completely disabling to the member 
involved, there was no demonstrable osteo- 
myelitis which made the management of the 
infection much easier. In addition, the fungus 
responsible for the mycetoma was not one 
ordinarily considered susceptible to antimi- 
crobial agents and is one of the most common 
causes of mycetoma in the United States. 


Case Report 


R. N., a 47 year old Negro, was admitted to Charity 
Hospital of Louisiana in New Orleans on Feb. 9, 1951, 
with a chief complaint of inability to use his right 
hand. Six or seven years prior to admission he had 
suffered a penetrating wound of his right index 
finger from logs with which he was working. A 
pustule developed at the site of penetration and a 
physician incised and drained the wound but could 
find no foreign body. During the succeeding years 
the hand slowly enlarged and ultimately became use- 
less. At the time of admission he was unable to grasp 
objects in this hand although it was essentially pain- 
less. Numerous sinus tracts were present. 

X-ray studies revealed marked soft tissue swelling 
but no bony lesions. A complete blood count and 
urinalysis were normal, but the serologic test for 
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syphilis was positive in significant titre. Scrapings 
were made from one of the sinus tracts and reported 
as negative for fungi. A tentative diagnosis of gumma 
was made, and the patient was given 9 million units 
of penicillin. Following this he was discharged. 


The next year the patient received another course 
of penicillin, totaling 12 million units, through his 
local Public Health Unit. There was little or no 
improvement of his hand. 


He returned to Charity Hospital approximately one 
year from his original admission. His hand showed 
further soft tissue swelling and a tentative diagnosis 
of mycetoma manus was made. Aspiration culture 
from a fluctuant area was negative. After preparation 
of the hand for 24 hours with a hexachlorophene- 
containing substance, a deep biopsy was taken from 
the dorsum of the hand under general anesthesia. 
The material was placed in a sterile petri dish and 
taken directly to the laboratory where it was divided 
for histopathologic studies, culture, and animal inocu- 
lation. Figure 1 shows the hand prior to biopsy. 

Allescheria boydii (Monosporium apiospermum) was 
isolated in pure culture. Typical ray colonies of this 
fungus were also demonstrated by periodic acid-Schiff 
stains of tissue sections. A typical colony in the deep 
tissue of the hand is shown in figure 2. Sensitivity 
studies were done on Sabouraud’s dextrose agar slants 
at a pH of 7.0. Complete inhibition through 11 days 
of incubation at room temperature was given by 
stilbamidine diisethionate and phenamidine isethio- 
nate at a concentration of 2 mg. per ml., and poly- 
myxin-B sulfate at a concentration of 1 mg. per ml. 


FIG. 1 


Profile of the hand before biopsy. ition of the 
thumb with other digits was eee tc Phe dorsum felt 
woody. Note the multiple sinuses. 
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Colony of Allescheria boydii in the reticular layer of the 
corium. Note that the “‘grain’’ is composed of hyphae 
which are broader than Actinomyces. There are numerous 
clear swellings (chlamydospores) just internal to the pe- 
ripheral ‘‘sheath.”” The reaction immediately around the 
colony is purulent. 


Complete inhibition at 7 days was produced by 
polymyxin-B sulfate at a concentration of 0.1 mg. 
per ml. but rapid growth occurred between 7 and 11 
days of incubation. The control tubes showed a con- 
fluent surface growth at 5 days of incubation. In 
addition, bis (trimethylene diamino) cupric sulfate in 
a concentration of 0.1 mg. per ml. of the organic 
copper salt in a 1:10,000 dilution of Zephiran Chlo- 
tide produced complete inhibition of the fungus at 
ll days. Polymyxin-B seemed the most promising 
agent. 

On Nov. 27, 1952, the patient was taken to surgery 
and five longitudinal incisions were made through 
the skin and fascia on the dorsum of the hand. The 
wound was packed with gauze soaked with poly- 
myxin-B sulfate in a concentration of 1 mg. per ml. 
The incisions were repeated and repacked on the 
13, 18, and 27 of Dec., 1952, and Jan. 21, 1953. Forty 
milligrams of polymyxin-B sulfate was injected into 
the brachial artery daily for 5 days in December, and 
50 mg. daily for 5 days in January and 5 days in 
February, 1953. During the injection, venous occlusion 
was maintained by a sphygmomanometer cuff inflated 
to a level midway between the systolic and diastolic 
pressures. Figure 3 shows the appearance of the 
dorsum of the hand on Jan. 5. 

Progressive improvement took place and on Jan. 6, 
the patient began using hand soaks of 0.1 mg. per ml. 
of bis (trimethylene diamino) cupric sulfate in 
1:10,000 aqueous Zephiran Chloride. These were un- 
satisfactory and were discontinued. 

Although improvement was striking by Feb. 8, it 
Was noted that there were a number of small, rather 
superficial nodules present which were unassociated 
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polymyxin packs were placed in the incisions. Sensi- 
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with sinus tracts. Histopathology and culture con- 


firmed the presence of Allescheria boydii in these 
nodules. 


Following the demonstration of the colonies within 
the nodules, polymyxin-B sulfate was injected locally 
into these indurated areas daily for a period of seven 
days. An attempt was made to distribute 50 mg. of 
the polymyxin between the lesions. 


By March 1, 1953, he was able to carry out physio- 
therapy daily, had regained motility of his hand to 
the point of being able to appose his thumb to 
all four fingers, and could grasp and use any ordinary 
objects. He was discharged on March 13, to be fol- 
lowed in the outpatient clinic. 


Tender, firm subcutaneous nodules reappeared in 
Nov., 1953. His hand was still useful, and he declined 
hospitalization. 


Between February and April of 1954, the hand again 
enlarged, became woody-hard, and multiple sinus 
tracts appeared. There was little difference between 
the appearance of the hand prior to his initial course 
of treatment and its appearance on May 15, 1954, 
when he was readmitted to the hospital. 

Soon after admission, intertendinous incisions were 
repeated, a deep biopsy secured for culture, and 


FIG. 3 


Dorsum of the hand 5 weeks after treatment was started. 
Intertendinous incisions with packing had already been 
performed 4 times, the last being 9 days before this pho- 
tograph was taken. The incisions are healed except for two 
the thumb and forefinger which are partially 
healed. 
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tivity studies showed that g-diethylaminoethyl fencho- 
late* was completely inhibitory to Allescheria boydii 
at a concentration of 0.5 mg. per ml. of medium. 
Since this agent was known to be relatively nontoxic 
to man, the polymyxin packs were discontinued and 
replaced by packs containing 50 mg. of g-diethylam- 
inoethyl fencholate. These packs were changed each 
day. One gram of tetracycline was given orally each 
day to prevent bacterial infection of the intertendinous 
incisions. At the same time, £-diethylaminoethy] 
fencholate was given by mouth in increasing doses 
to a level of 2 Gm. a day. After 12 days, 8-diethylam- 
inoethy] fencholate was given into the brachial artery 
in a dosage of 15 mg. on alternate days for eight 
injections. Since the drug was well tolerated intra- 
arterially, the dose was increased to 50 mg. given at 
3 day intervals on 4 occasions. During the same time, 
50 mg. of the drug and 1,500 turbidity-reducing units 
of Wydase were injected daily into the dorsum of 
the hand at the sites of former abscesses. After one 
week of local injections, the hand became swollen 
and edematous, and all therapy was discontinued. 
One week later, 50 mg. of 8-diethylaminoethyl fencho- 
late was injected into the radial artery with venous 
occlusion of the forearm. A marked reaction was pro- 
duced, similar to that seen before, and was further 
complicated by an eczematoid response. The reaction 
subsided within a week, and he was discharged on 
July 28, 1954. 

Oral g-diethylaminoethyl fencholate was continued 
at the level of 2 Gm. per day until September without 
producing systemic symptoms or local reaction in his 
hand. By this time his hand appeared completely 
healed and fully useful and all treatment was dis- 
continued. 

He returned at intervals during the succeeding 
3 years. No evidence of further infection was detected. 


FIG. 4 


Appearance of the dorsum of both hands 26 months after 
treatment. There is some thinning of the skin over the 
repeated incisions in the involved hand. There is no dif- 
ference in size of the hands. 


*Supplied through the courtesy of The Wm. § .Merrell Com- 
pany, Cincinnati, Ohio. 


Profile of the hand 26 months after treatment. Compare 
with figure 


The hand returned to its normal size, the skin be- 
came thin and pliable, and there was surprisingly 
little scarring about the areas of repeated intertendi- 
nous incisions. He was able to appose his thumb to 
all four fingers and had full use of his hand. Figure 4 
gives the appearance of both hands on Nov. 7, 1956, 
and figure 5 is a profile view of the involved hand 
taken on the same day. The patient was last seen in 
April of 1957, at which time there had been no 
change. 


Summary 


A case of mycetoma manus due to Alles- 
cheria boydit (Monosporium apiospermum), 
of approximately 7 years duration, has been 
presented to illustrate what may be accom- 
plished by the combined use of selected anti- 
microbial agents and conservative surgery. 
Except for those mycetomas due to Actino- 
myces bovis, very few substantiated medical 
cures have been obtained by medical means 
alone. Surgical treatment as a rule has been 
amputation. 


More and more antifungal agents are being 
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made available. Some of these are suitable 
for oral or parenteral administration, and 
some may be used only topically. If it seems 

sible that an involved extremity could be 
useful if the disease were cured, amputation 
should be withheld until conservative surgery 
and intensive antifungal therapy have been 
given an adequate trial. Selection of anti- 
fungal agents should be based upon sensitivity 
studies done on the carefully isolated fungus. 
Local tissue concentrations of antifungal 
agents in excess of what may be obtained 
safely by oral or intravenous administration 
may be obtained by multiple incisions with 
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antifungal-containing packs and/or intra- 
arterial injections of antifungal agents during 
the maintenance of venous occlusion for sev- 
eral minutes following injection. 


Treatment of mycetomas should be com- 
pletely individualized after the surgeon freely 
consults with the mycologist, and, if need be, 
with a chemotherapist. 
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The Use of an Anabolic Agent, 
Norethandrolone, in Postgastrectomy 
Malnutrition: A Preliminary Report* 


MARION D. HARGROVE, JR., M.D., ALFREDO SARAVIA S., M.D., and 
JULIAN M. RUFFIN, M.D.,t Durham, N. C. 


These are interesting observations upon the effectiveness of an anabolic agent 
producing a gain of weight under the circumstances of complications 
of gastrectomy. The mode of action remains to be determined. 


Introduction 


MALNUTRITION FOLLOWING SUBTOTAL GASTREC- 
Tomy for benign ulcer is receiving more and 
more attention from the medical profession. 
In a study by Zollinger of 203 patients, over 
half of them failed to regain their preopera- 
tive weight, and one-third had a weight loss 
which exceeded 10% of their minimal ideal 
weight. Similar observations have been re- 
ported by others.” 

It is generally agreed that this weight loss 
or inability to regain one’s preoperative 
weight is due to two fundamental causes: (1) 
inadequate caloric intake, and (2) impaired 
absorption. There are a number of factors 
which contribute to a decrease in food intake, 
the more important being (1) the dumping 
syndrome, (2) a small gastric remnant, (3) a 
malfunctioning stoma, and (4) the afferent 
loop syndrome. Impairment of absorption 
following resection has been reported by a 
number of investigators, using chemical de- 
termination of fecal fat*> and also by the 
use of the [#31 labeled triolein test meal.® It 
has been postulated that this is a digestive 
error due to inadequate mixing of food with 
bile and pancreatic enzymes rather than an 
inherent absorptive defect. Such a concept is 
supported by the fact that absorption of neu- 
tral fat is markedly impaired while that of 
fatty acids is normal,’ and also by the work 
of Lundh,’ who showed, by intubating the 


*This study was supported in part by grants from G. D. 
Searle and Company and from the National Institute of 
Health. 

+From the Department of Medicine, Duke University Medi- 
cal Center, Durham, N. C. 

Dr. Saravia’s present address is Guatemala City, Guatemala. 


small intestine that concentrations of pan- 
creatic enzymes and bile were diminished and 
delayed in resected patients. 

In studying 100 consecutive cases of sub- 
total resection at Duke Hospital, it was found 
that 57 had significant weight loss (more than 
10°, of their ideal weight), and 58 had defi- 
nite impairment of fat absorption using the 
I'51 triolein test meal.® However, there was 
no consistent correlation between impairment 
of absorption and weight loss, and it was 
noted that weight loss occurred in some pa- 
tients whose caloric intake was apparently 
adequate and whose absorption was normal. 
This led to the hypothesis that there might 
be a third factor in postgastrectomy malnv- 
trition, namely, utilization. 

Norethandrolone, hereinafter referred to as 
Nilevar,* is a potent anabolic agent with low 
androgenic properties. It has been effective 
in producing nitrogen retention and weight 
gain with few side effects in a variety of con- 
ditions.1°11 The effect of this hormone upon 
the absorption of I'3! labeled substances and 
upon weight in normal controls and in post- 
gastrectomy malnutrition constitutes the basis 
of this report. 


Method 


Two groups of 10 normal controls were 
studied, one with 131 labeled triolein and the 
other with I‘! Jabeled albumin. Their weight 
and the blood levels of radioactivity were 
determined before and after the administra 
tion of Nilevar 30 mg. daily for one month. 


*Furnished as Nilevar through the courtesy of G. D. Searle 
and Company. 
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Ten patients, who had had a subtotal resec- 
tion 2 to 8 years previously, were also studied. 
All of these patients were nutritional prob- 
lems having lost 11 to 34% of their ideal 
weight. None had evidence of a recurrent 
ulcer, and the dumping syndrome was mini- 
mal or absent. These patients were divided 
into two groups: (1) those whose absorption of 
['1 triolein showed significant impairment, 
and (2) those whose absorption of this mate- 
rial was relatively normal. The method of 
study in these patients was the same as that 


in the normal controls except that triolein 


only was used. BSP retention before and dur- 
ing the administration of Nilevar was deter- 
mined in 3 patients. All of these patients were 
ambulatory, and no effort was made to change 
their dietary habits. 


Results 


The effect of the administration of Nilevar, 
10 mg. t.i.d. for one month in 20 normal 
controls, is shown in tables 1 and 2. The 
blood levels of radioactivity using I!31 triolein 
and ['81 albumin were not significantly af- 
fected in either group. However, all but one 
subject gained weight, the average gain being 
5.1 and 6.8 pounds respectively in the two 
groups. There was no demonstrable edema 
in these subjects. 

The effect of the administration of Nilevar 
in 7 patients with significant weight loss and 
impaired absorption of triolein is shown in 
table 3. In 3 patients there was a marked 
increase in blood levels, in one there was a 
decrease, and in the remaining 3, the levels 
were essentially unchanged. All patients 
gained weight—3 to 20 pounds—with an 
average gain of 11.3 pounds. However, there 
was no relationship between weight gain and 
changes in absorption as reflected by the 


TABLE 1 


EFFECT OF NILEVAR IN NORMAL CONTROLS 
(10 mg. t.i.d. for one month) 


Blood Levels of Triolein 
Subject Average of 4th, 5th, and 6th Hours Weight in Pounds 
e After Gain 


Before After Before Af 
1 14.5 12 105 116 ll 
: 10.9 9.2 135 141 6 
i 11.2 13.8 125 126 1 
H 13.5 15.5 101 1 1 
4 5 14.8 165 1 3 
14.3 15.5 112 119 
3 9.4 10.6 1 1 10 
10 9.6 10.2 156 
Average 5.1 
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TABLE 2 


EFFECT OF NILEVAR IN NORMAL CONTROLS 
(10 mg. t.id. for one month) 


Blood Levels of P™ Albumin 
Subject Average of 4th, 5th, and 6th Hours Weight in Pounds 
Before After Before After Gain 
1 12.7 12.5 126 133 7 
2 13.1 13.4 170 172 2 
3 13.9 12.7 112 119 7 
4 13.1 10 113 119 6 
5 14.3 10.2 115 125 10 
6 11.8 10.7 165 173 8 
7 11.6 13.4 130 136 6 
8 9.9 12.9 108 114 6 
9 12.7 17.5 152 160 8 
10 9.9 13.2 85 93 8 
Average 6.8 


blood levels of radioactivity. Accompanying 
this weight gain, all patients reported an 
improvement in appetite and in their sense 
of well-being. 

Three patients, with significant weight loss 
following partial gastrectomy but whose ab- 
sorption of triolein was normal, were studied 
(Table 4). Each gained 10 to 11 pounds in 
weight following one month of therapy, but 
their blood levels of radioactivity were not 
significantly altered. 


The effect of the administration of the 
hormone for 3 months in 5 patients is shown 
in figure 1. A steady, progressive increase in 
weight was noted throughout the period of 
observation in all but one patient, and was 
sustained in the 3 patients who have been 
followed for 1 to 3 months after stopping 
medication. The weight gain in this group 
varied from 9 to 25 pounds with an average 
of 18.2 pounds. 

There were no significant side effects in 
any of the 10 postgastrectomy patients, except 
for transient impotence and muscle cramps in 
2 while taking the drug. No jaundice was 
observed in any, but the BSP retention was 
4, 7, and 25% respectively in the 3 patients 
studied. 


Discussion 


Malnutrition following partial resection 
for peptic ulcer often constitutes a problem, 
oceasionally a serious one. While some pa- 
tients, especially women who have been over- 
weight for years, find a moderate weight loss 
a welcome event, others react less favorably, 
and, indeed, some may be partially or even 
totally disabled. These patients complain of 
weakness and fatigability, being able to per- 
form their usual duties either poorly or not 


; 
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TABLE 3 
EFFECT OF NILEVAR IN POSTRESECTION MALNUTRITION 
(10 mg. t.i.d. for one month—patients having abnormal absorption) 
Blood Levels of ™ Triolein Pie? 
Date of Average of 4th, 5th, and 6th Hours Weight in Pounds 
Number Patient Surgery Before After deal Before After Gain 
1 43 WM 1957 4. 75 135 103 123 20 
2 48 WF 1954 1:8 8.4 146 97 100 3 
3 37 WM 1953 18 5.0 145 125 132 7 
+ 7 WM 952 73 3.5 140 112 128 16 
5 36 WM 1954 75 6.8 165 134 149 15 
6 WF 1957 33 3.4 145 96 107 it 
7 49 WM 1954 2.9 3.3 140 125 132 7 
Average 11.3 
at all. Our experience with this group up FIG. 1 
until now has been discouraging. Attempts 
to restore their normal weight by diet, pan- RE A ml ON 
creatic or duodenal extracts, and even by 
steroids have been unsuccessful. Preliminary | | 
observations in a small group of cases on the — Pw | 
use of an anabolic agent are distinctly | | 
promising. mit 
Certainly, an average weight gain of 18 1507 
pounds following 3 months of therapy in 5 wis 
patients whose weight had been stationary § !40- 
for years, is impressive. Clinically, this gain 3 Gs 
did not represent edema, nor did these pa- $ 
tients lose weight on discontinuing the drug. = '907 
How long they will retain this gain remains & 
to be seen. Nor is it likely that all postgas- = 20-4 | 
trectomy malnutrition will respond in the | or 
same favorable manner. A recent study’? re- 
ports similar results in 46 of 54 subjects wish- N07 
ing to gain weight. This gain was sustained 
in 19 of 25, who were followed for a period 100-4 
of 6 months after discontinuing the medi- 
It is interesting to speculate on the cause 6 


of this gain in weight. The most obvious 
answer is increased caloric intake, which 
some but not all of the patients reported. It 
did not appear to be related to increased 
absorption as reflected by the blood levels 
of radioactivity using I!*! labeled triolein. 
The factor of utilization cannot be assessed 


2 3 a 5 
MONTHS OF OBSERVATION 


from our data. Obviously, to answer the ques 
tion with certainty, detailed balance studies 
would have to be carried out. Such a 
study has been reported recently,'* using tes 
tosterone in patients having a total gas 


TABLE 4 


EFFECT OF NILEVAR 


IN POSTRESECTION 


MALNUTRITION 


(10 mg. t.i.d. for one month—patients having normal absorption) 


Blood Levels of P™ Triolein 


Date of Average of 4th, 5th, and 6th Hours Weight in Pounds A 
Number Patient Surgery Before After Ideal Before After Gain 
1 36 WM 1953 12.4 8.4 168 141 152 il 
2 43 WM 1951 10.2 11.0 167 129 139 10 
3 41 WM 1956 9.1 10.0 150 127 138 i 


| 
i 
i 

| 

{ 
| 
| 
q 
q 

3 
i 
i 

i 

i 
i 

j 
i 

— 

Average 10.7 
ON 


r the ques- 
ce studies 
. Such a 
using tes- 
total gas 


VOLUME 52 EFFECT OF AN ANABOLIC AGENT IN POSTGASTRECTOMY—Hargrove et al. 1185 


trectomy. This investigation shows clearly 
that the weight gain regularly observed in 
these patients was not due to increased caloric 
intake, but rather to the anabolic effect of 
the hormone. By analogy, it may be inferred 
that the same factor was responsible for the 
weight gain observed in our patients. 

There was some suggestion of impaired 
liver function as reflected by BSP retention, 
but no jaundice was noted in our patients 
and no clinical evidence of liver disease. Al- 
though jaundice and cholestasis have been 
reported in patients receiving a rather high 
dose (60 mg. daily),!4 it is not felt that the 
likelihood of developing liver damage con- 
stitutes a contraindication to its use, especially 
with smaller doses. 


Summary 


It is realized, of course, that no conclusions 
can be drawn from a small series of patients 
studied over a short period of time. Yet, pre- 
liminary observations suggest the following: 

|. Postgastrectomy malnutrition may be 
due to at least three factors: (a) inadequate 
dietary intake; (b) decreased absorption; and 
(0) impaired utilization. 

2. The weight gain following the admin- 
istration of Nilevar is probably the result of 
anabolic activity. 


8. Anabolic agents are definitely indicated 


in the treatment of postgastrectomy malnu- 
trition. 
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The Management 


of Radiation 


Injuries to the Intestines* 


JACOB I. FABRIKANT, M.D.,t WILLIAM G. ANLYAN, M.D., and 
ROBERT N. CREADICK, M.D.,t Durham, N. C. 


The prevention of damaging irradiation to the bowel may be difficult in the radiation 
therapy of uterine cancer. Surgical treatment may be needed 


in certain of these instances. 


PRESENT-DAY THERAPY for radiosensitive pelvic 
neoplasms carries with it a small morbidity of 
recognized complications involving the intes- 
tinal tract. Randall and Buie! referred to this 
clinical entity as “factitial proctitis,” since 
these lesions were produced unintentionally 
and by artificial means during the course of 
therapy for a more serious disease. Since these 
complications are seen with greater frequency 
as a new and recognizable syndrome, the man- 
agement of these patients is gaining signifi- 
cance. The course of 71 patients presenting at 
Duke University Hospital, during the 23 year 
period 1933 to 1955 inclusive, with injury to 
the intestines following pelvic irradiation for 
various malignancies was followed in order to 
evaluate the efficacy of management of this 
group. 

During this period over 2,700 cases of carci- 
noma of the cervix were treated with either 
radium, x-ray, or a combination of the two. 
Only 59 of these patients subsequently pre- 
sented themselves with intestinal symptoms, a 
complication rate of 2.1 per cent. The 12 re- 
maining patients had been treated for abdom- 
inal or pelvic malignancies; in 3, however, 
therapy had been instituted elsewhere, and 
their histories are not well documented 
(Table 1). 


Symptoms and Complications 


The most significant presenting symptoms 
in these patients were rectal bleeding, pain, 
and diarrhea in that order (Table 2). 


*Read before the Section on Gynecology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


+From the Department of Radiology, The Johns Hopkins 
Hospital, Baltimore, Md. 


tFrom the Departments of Surgery and Gynecology, Duke 
University School of Medicine, Durham, N. C. 


TABLE 1 


MALIGNANCIES TREATED IN 71 CASES OF RADIATION 
INJURIES TO THE INTESTINES 


Number of Per Cent 
Malignancy Cases of Series 
Squamous cell carcinoma of cervix 59 $3.2 


Adenocarcinoma of uterus 4 

Squamous cell carcinoma of vagina 
Adeno-acanthoma in cervix 1 14 
Reticulum cell sarcoma in abdomen 1 14 
Papillary carcinoma in bladder 1 14 
History unknown 3 42 


5.6 
28 


Total 71 100.0 


Rectal bleeding occurred in 47 patients, and 
the amount varied from occasional spotting 
and streaking of the stool with bright red 
blood to the repeated passage of dark red, 
large clots. In the over-all evaluation for sur- 
gical intervention, repeated ulceration and 
hemorrhage proved to be the second most 
important criterion. Rectal bleeding occurred 
in two-thirds of the cases, but in no instance 


TABLE 2 


SYMPTOMS AND COMPLICATIONS IN 71 _ PATIENTS 
WITH RADIATION INJURY TO THE INTESTINES 


Number of Per Cent 
Patients of Series 
A. Symptoms 
Rectal bleeding 47 65.9 
Pain 32 45.7 
Diarrhea 18 25.3 
B. Complications 
Fistula formation 22 30.9 
Rectovaginal 15 211 
Vesicovaginal 5 70 
Heovaginal 1 14 
lleosigmoid 1 14 
Stenosis and Obstruction 44 618 
Rectum, rectosigmoid 42 59.0 
Ileum 3 42 
Jejunum 1 14 
Perforation of small intestine 3 4.2 


1186 


| 
i 
i 
at 
tie 
fi 
$0 
ti 
stl 
| or 
ar 
| 
i 
er 
al 
m 
- 
0] 
lo 
Ww 
i 
d 
j 
b 
a 
t 
4 
| 
0 
3 
q 
— 
4 


DIATION 


Per Cent 
of Series 
83.2 
5.6 
28 
14 
14 
14 
42 


100.0 


nts, and 
spotting 
ght red 
ark red, 
for sur- 
on and 
1d most 
»ccurred 
instance 


VOLUME 52 


was hemorrhage sufficient to warrant immedi- 
ate transfusion; however, in one case of mas- 
sive hemorrhage from the small intestine, 
laparotomy was performed.? 


Pain was an important symptom in 32 pa- 
tients. Tenesmus was the most characteristic 
feature of the pain pattern and occurred to 
some extent in all instances. Pain on defeca- 
tion was present in all cases of partial ob- 
struction or ulceration. In many instances 
pain was associated with rectal bleeding, but 
the two did not always go together. Almost 
one-third of the patients complained of pain, 
and whenever pain was associated with rectal 
bleeding the condition was considered mod- 
erately advanced. In the over-all evaluation 
of indications for surgery, repeated ulceration 
and hemorrhage proved to be the second 
most important criterion for subsequent 
operative intervention. 


Diarrhea occurred in 18 patients and was 
common as an early reaction during or fol- 
lowing radiation therapy. It was almost al- 
ways associated with tenesmus and pain on 
defecation, and contained either mucus, 
blood, or both. 

The most significant complications occur- 
ring in these patients were fistula formation, 
obstruction, and perforation. 

Fistula formation appeared in 22 patients, 
and represented the most important indica- 
tion for surgery. As in other series, the recto- 
vaginal type was the most common form and 
occurred in 15 cases, whereas the vesico- 
vaginal type was encountered in only five. 
Four of the latter group occurred in combi- 
nation with rectovaginal fistulas, and in only 
one instance did a vesicovaginal fistula occur 
alone. 

Stenosis or obstruction occurred in 44 pa- 
tients; $2 presented in the former group, 
whereas only 12 occurred in the latter. Perfo- 
ration of the small bowel was a rare compli- 
cation and only occurred in three of the 71 
patients. Two of these were not clinically ap- 
parent and were found subsequently at au- 
topsy, whereas the third walled-off and was 
identified at operation when obstruction oc- 
curred in this portion of the bowel.2 No per- 
forations occurred in the colon or rectum ex- 
clusive of the fistulas described above. 

In 7 instances (9.8%) the signs and symp- 
toms of radiation enteritis and proctitis ap- 
peared immediately, and in 24 cases (33.7%) 
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such stigmata were manifest within 6 months 
of the conclusion of radiation therapy. The 
longest interval prior to onset of symptoms 
was 20 years, and in only 3 patients (4.2%) 
after 10 years. The mean interval was 13 
months, whereas the modes occurred immedi- 
ately after radiotherapy, at 4 to 5 months, 
and at 12 to 18 months. 


Management of Injuries 


The management of patients presenting 
with late symptoms and complications of in- 
testinal injury following irradiation for pelvic 
malignancies was divided into two categories, 
viz., those who showed improvement on con- 
servative therapy only, and those who ulti- 
mately required surgical intervention. Severe- 
ly debilitated patients, especially those with 
extensive metastatic spread of their disease, 
were considered unfavorable surgical risks 
and were managed conservatively. 

Conservative therapy. This was chosen for 
the majority of patients. Fifty of the 71 cases 
(70.1%) responded to a regimen which in- 
cluded careful observation, fluids, a bland or 
low residue diet, and occasionally soothing 
cod liver oil enemas. None required hospi- 
talization. At repeated intervals sigmoidoscopy 
was done on all patients once the diagnosis 
of radiation proctitis was established. 

Surgical therapy. Since experience has 
shown that the majority of patients having 
surgical intervention for intractable complica- 
tions following radiation therapy for pelvic 
malignancies eventually must have a perma- 
nent colostomy, a very strict set of criteria for 
surgical management was employed in all in- 
stances. Indications for surgery, in order of 
their frequency, included: (1) formation of 
rectovaginal and vesicovaginal fistulas, (2) 
uncontrolled bleeding, (3) intestinal obstruc- 
tion, (4) perforation of the intestine, and (5) 
intractable pain (Table 3). 


The procedures used in the management of 


TABLE 3 


INDICATION FOR COLOSTOMY IN 18 PATIENTS WITH 
RADIATION INJURY TO THE INTESTINES 


Transverse Sigmoid 


Indication Number y 5 
Rectovaginal fistula 12 2 10 
Rectovaginal and vesico- 

vaginal fistulas 4 0 4 
Bleeding 7 5 2 
Obstruction 6 8 8 


| 
PATIENTS 
STINES 
Per Cent 
of Series 
65.9 
45.7 
30.9 
21.1 
70 
618 
59.0 
42 | 
14 
42 
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TABLE 4 


PROCEDURES USED IN THE SURGICAL MANAGEMENT 
OF 21 CASES OF RADIATION INJURIES TO 
TESTINES 


THE IN 

Number of Per Cent 

Procedure Patients of Cases 
Colostomy 18 85.5 
Transverse 7 33.3 
Sigmoid 11 52.2 
Colostomy closure 1 4.8 
Resection of colon 4 19.5 
Resection of ileum 4 19.5 


those patients requiring surgical intervention 
are listed in table 4. Of the 21 cases of radia- 
tion injury to the intestines brought to opera- 
tion, 18 colostomies were performed in order 
to control further intestinal complications. In 
12 of these the formation of a rectovaginal 
fistula alone (4 patients), or in combination 
with a vesicovaginal fistula (4 patients), ob- 
struction (2 patients), bleeding (1 patient), or 
bowel perforation (1 patient), was the pri- 
mary indication for diversion colostomy. A 
sigmoid colostomy was done in each of the 4 
cases in which a vesicovaginal fistula coex- 
isted with a rectovaginal fistula. 

Bleeding was the second most important 
indication for colostomy occurring in 7 cases, 
5 of which were in conjunction with obstruc- 
tion. Obstruction was present in 6 instances, 
but never occurred without either bleeding or 
the presence of a rectovaginal fistula distally. 

In the 18 colostomy cases, 3 required ex- 
tensive resection of the involved large bowel. 
Resection of the small intestine was necessary 
in 3 cases for stenosing ulcerative lesions in 
the terminal ileum, and in one instance a por- 
tion of the jejunum as well. In 3 cases both 
the large and the small bowel were involved, 
whereas the small bowel alone was affected in 
one case only. 
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TABLE 5 


COMPLICATION RATES IN DOCUMENTED SERIES oF 
RADIOTHERAPY IN CARCINOMA OF THE CERVIX 


Author Percentage 
Strickland® 24 
Hahn‘ 35 
McCormick® 5.3 
Randall® 7.0 
Twombly? 5.5 to 118 
Maas® 116 
Aldridge® 16.9 
Band? 17.0 
Hoffman™ 17.7 


Comments and Discussion 


Complication rate. The rate of 2.1% in 
over 2,700 patients treated with a radiothera- 
peutic regimen for carcinoma of the cervix 
compares favorably with a number of docv- 
mented series (Table 5).8-11 The age of the 
patient appeared to have no influence on the 
length of the initial asymptomatic period 
prior to the onset of late complications. 
Though the earlier cases were treated less uni- 
formly and less vigorously, no satisfactory 
relationship could be established between the 
quiescent interval and the form and extent of 
therapy. 

Relationship of stage of carcinoma of cer- 
vix and time interval (Table 6). Twelve pa- 
tients with Stage I carcinoma of the cervix 
(League of Nations Classification) were treat- 
ed in this series. The interval between com- 
pletion of therapy and onset of intestinal 
symptoms ranged from 2 months to 6 years 
with a mean of 18.5 months. 

Of the 19 cases of Stage II carcinoma of the 
cervix, the interval time of 18 are document- 
ed. The mean was 16.5 months with a range 
from immediate reaction to 10 years follow- 
ing therapy. 

Eleven patients with Stage III carcinoma 
had an interval time of 19 months, ranging 


TABLE 6 
SEQUENCE OF THERAPY IN 71 CASES 
Number Per Cent Per Cent Bowel ; 
of Cases of Cases Colostomies of Cases Resection Fistulas 
Radium only 7 9.8 2 26.4 2 3 
Radium followed 
with x-ray 19 26.7 8 42.1 1 5 
X-ray only 9 12.6 1 1.1 1 ! 
X-ray followed 
by radium 29 41.1 7 24.1 1 9 
Unknown 
sequence 3 4.2 0 0.0 1 
Undocumented 4 5.6 0 0.0 ~ 
Total 71 100.0 18 6 18 
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from one month to 3 years. Six cases with 
Stage IV carcinoma averaged from immediate 
reaction to 7 years. 

There appears to be, therefore, somewhat 
of a direct relationship between the extent of 
spread of the cervical carcinoma and the on- 
set of symptoms. Kottmeier!? points out that 
any such relationship would depend upon the 
extent of the invasion by the tumor, especial- 
ly locally into the area of the rectal wall, and 
the subsequent death of tumor tissue in the 
vicinity. Also, the patient who is severely de- 
bilitated because of the extent and spread of 
her disease would be expected to respond un- 
favorably to the trauma of radiation and to 
manifest this more rapidly. 


Fistula formation. The primary indication 
for surgical intervention proved to be intract- 
able fistula formation. Thirty per cent of the 
patients eventually presented with fistulas, 
and two-thirds of these were of the recto- 
vaginal type. The 15 patients with rectovagi- 
nal fistula and the 4 cases in combination 
with vesicovaginal fistula represented the 
most critical group requiring operative inter- 
vention. In all these, defunctionalizing colos- 
tomies were subsequently carried out. In only 
one instance did a vesicovaginal fistula occur 
alone; this individual had more severe uri- 
nary symptoms than intestinal symptoms. 


The “frozen pelvis” described by Todd'8 
occurs when a high energy radiation throm- 
boses and scleroses the blood vessels to the 
rectum reducing the surrounding tissue to a 
seminecrotic indurated mass. This is a serious 
complication in that rectovaginal fistulas 
commonly occur. There is usually consider- 
able ulceration and hemorrhage as well as 
persistent pain. Most of these patients eventu- 
ally need a colostomy. He described the for- 
mation of fistulas in 5 of 14 such extrinsic 
reactions in a large series. 

Kottmeier!? noted rectovaginal fistula in 
03% of his 156 cases, not unlike the 0.4% 
occurring in this series. The incidence of fis- 
tulous complications, rectovaginal, vesicovagi- 
nal, or a combination of the two varied from 


0.3% to 7.0% in a number of reported 
series,3,6,12,13 


Most clinical investigators hold radium re- 
sponsible for the majority of septal fistulas. 
The direct application of the radiation source 
results in the local death of cancer tissue. If 
‘umor extends into the rectovaginal or vesico- 
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vaginal septae, direct communications may 
result. However, damage produced by tumor 
versus damage produced by the radiation 
must be distinguished; if the rectovaginal sep- 
tum is replaced by cancer tissue, destruction 
of this tissue must result in fistulas.1* Strick- 
land’ argues that this type of fistula forma- 
tion is hastened by, but not directly due to 
the radium. If only partial therapeutic re- 
sponse occurs, further advance of the tumor 
may result in rectovaginal and vesicovaginal 
fistulas.1? As a result it is difficult to assess to 
what extent fistula formation in any particu- 
lar patient is influenced by radiation or by 
the progression of the disease. 

Sequence of radiation therapy. The rela- 
tionship of the sequence of therapy to the 
formation of fistulas and resultant colostomy 
in the 21 patients in whom surgical interven- 
tion was necessary is illustrated in Table 6. 

The greatest incidence of colostomies ap- 
peared in the group treated first with intra- 
cervical and colpostatic radium, followed by a 
course of deep x-ray therapy. In these 19 pa- 
tients, 8 subsequently had colostomies per- 
formed, four with rectovaginal fistulas, one of 
whom had a vesicovaginal fistula, and the re- 
maining 4 with stenosis and obstruction. 

The sequence of x-ray followed by intra- 
cervical and colpostatic radium was used in 
29 patients. Seven of these eventually had 
colostomies performed because of complica- 
tions including rectovaginal fistulas (7 pa- 
tients), vesicovaginal fistulas (2 patients), 
both with rectovaginal fistulas, and stenosis 
with obstruction (1 patient). 

Conservative therapy. The majority of pa- 
tients responded well to the conservative regi- 
men. In one case digital dilatation of a rectal 
stricture was employed, and in combination 
with other conservative measures proved of 
value. Cortisone was used in one patient with 
severe ulcerative proctitis and stenosis at 15 
cm. However, 4 months following the institu- 
tion of cortisone therapy, she bled massively 
by rectum with the subsequent passage of 
feces through the vagina; a sigmoid colostomy 
was necessary. A small number of patients 
were excluded from surgical intervention be- 
cause of advanced age or extensive metastatic 
disease. 

Surgical management. Wertheim hysterec- 
tomy had been done in 5 of the 59 patients 
with carcinoma of the cervix. The 2 done 
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prior to radiation therapy had symptoms suf- 
ficiently controllable with conservative meas- 
ures. Two of the 3 done soon after x-ray ther- 
apy, however, had severe urinary and intesti- 
nal complications. 

Permanent colostomy was the result in 17 
of the 18 cases in which defunctionalizing 
colostomy was performed. The one attempt at 
colostomy closure was unsuccessful. Three 
years following radiation therapy for squam- 
ous cell carcinoma of the cervical stump in a 
61 year old woman, a transverse diversion 
colostomy was performed because of marked 
post-irradiation ulceration in the rectum. 
Following surgical closure 8 months later ul- 
ceration reoccurred and a rectovaginal fistula 
resulted. This has been gradually closing 
down, and no further operative intervention 
has been considered. 

Effect of surgical management. Table 7 of- 
fers a rough indication of the value of colos- 
tomy in the severely debilitated individual. 
Eight patients (44.4%) showed immediate 
and progressive improvement with marked 
regression of symptoms. Of the 3 cases show- 
ing no signs of improvement, 2 had extensive 
rectovaginal and vesicovaginal fistulas, the 
third patient had an indolent rectovaginal 
fistula following closure of the colostomy. 

In all 4 instances of radiation enteritis, re- 
section of the involved small bowel with pri- 
mary anastomosis resulted in immediate relief 
of symptoms and eliminated any further pos- 
sible complications. 

Three colostomy patients required exten- 
sive resection of the involved large bowel. In 
one an ileosigmoid fistula was the complicat- 
ing factor and required partial resection of 
both the ileum and the sigmoid colon. It was 
hoped in another that resection of the ste- 
nosed upper rectosigmoid segment and anas- 
tomosis of the descending colon to the mid- 
rectum would permit closure of the colosto- 
my; however, a recent cervical cytologic smear 
indicates a recurrence of the malignancy in 
this patient. 


Other operative procedures. In one patient 


TABLE 7 
EFFECT OF 18 COLOSTOMIES 
Improvement 
No improvement 
Died of disease 


Total 
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with Stage II carcinoma of the cervix, compli. 
cated by rectal bleeding, vesicovaginal and 
rectovaginal fistulas, hydroureter, and hydro. 
nephrosis and chronic pyelonephritis, bilat. 
eral ureterosigmoidostomy, sigmoid colosto. 
my, and finally ileal loop diversion were nec. 
essary during the 10 year period following her 
course of radiation therapy and Wertheim 
hysterectomy. 

Cordotomy was carried out for severe in. 
tractable pelvic pain in 2 patients with carci- 
nomatosis secondary to squamous cell carci- 
noma of the cervix. In both a sigmoid colos. 
tomy failed to arrest profuse bleeding or per. 
mit closure of rectovaginal fistulas. 


Summary and Conclusions 

(1) Injury to the intestine is recognized as 
a possible complication following irradiation 
for pelvic malignancies. 

(2) Seventy-one patients treated for pelvic 
and abdominal neoplasms during the period 
1933 to 1955 inclusive at Duke Hospital, and 
presenting with intestinal symptoms and com- 
plications following irradiation were evalu- 
ated. 

(3) The complication rate for 2,700 pa- 
tients treated for carcinoma of the cervix was 
2.1 per cent. This compares favorably with 
other reported series. 

(4) There was no satisfactory relationship 
between the stage of the disease and the 
length of time for onset of symptoms, though 
there was a tendency for symptoms to appear 
earlier in the more advanced stages. How- 
ever, the onset and course of “factitial proc- 
titis” was unpredictable. 

(5) The most frequent intestinal symptoms 
presenting were pain on defecation, diarrhea, 
and the passage of blood and mucus. The 
symptoms did not progress in 50, and conser- 
vative therapy proved adequate. 

(6) Later complications included the for- 
mation of fistulas (rectovaginal, vesicovaginal, 
ileosigmoid, and ileovaginal), hemorrhage and 
stenosis (with partial or complete intestinal 
obstruction). These were the major indica 
tions for surgical intervention. 

(7) Damage to the rectosigmoid area was 
most common whereas injury to the small in- 
testine was relatively rare. 

(8) The incidence of fistula formation was 
0.4% and compared favorably with other re 
ported series. There was a higher incidence of 
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fistulas in those patients treated initially with 
x-ray followed with a course of radium 
therapy. 

(9) Permanent colostomies were done on 
18 patients, 13 of whom had rectovaginal or 
vesicovaginal fistulas, or both. Eight patients 
subsequently showed immediate and progres- 
sive improvement, whereas, 3 did not. Seven 
others died of metastatic extension of their 
disease. 

(10) A portion of the terminal ileum was 
resected in 4 cases and of the jejunum in one 
instance because of obstruction with immedi- 
ate relief of symptoms. The treatment of 
choice for irreversible radiation enteritis is re- 
section of the damaged segment with primary 
anastomosis. 


(11) Factitial radiation proctitis and enter- 
itis are recognized complications of radiation 
therapy for pelvic malignancies. Permanent 
colostomy may be required if the complica- 
tions of rectovaginal and vesicovaginal fistu- 
las, hemorrhage, or obstruction become pro- 
gressively worse and endanger life. Manage- 
ment should consist of the combined program 
of the surgeon, the gynecologist, and the 
radiotherapist. 
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Discussion (Abstract) 


Dr. Robert J. Reeves, Durham, N. C. In the discus- 
sion of this excellent paper, there is a little more to 
add. The surgical treatment has been well covered, 
and in a large group of unselected cases of carcinoma 


RADIATION INJURIES TO THE INTESTINES—Fabrikant et al. 1191 


of the cervix we think the end results with radiation 
and subsequent operation for the few who received 
intestinal damage is very good. The objective in the 
care of carcinoma of the cervix is to try for a “cure.” 
The two methods of treatment are surgery in a limited 
group of very early cases and x-ray and radium ther- 
apy in the large per cent of the total. The technic of 
x-ray and radium therapy is most important. With the 
increased use of cobalt-60 and supervoltage with high- 
er tumor dose, there may be more injuries to the rec- 
tum and loops of bowel which may be in the field of 
treatment. We probably should digress for a moment 
and say something about the technic as far as dosage 
is concerned. We believe that a set air dose of 2,000 or 
2,400 r. to four ports over the abdomen without esti- 
mating the tumor dose to the midpelvis is entirely in- 
adequate and would be of little value in any of the 
deep nodes. We usually give the above dosage com- 
bined with 4,000 to 6,000 r. transvaginal therapy. The 
patient may get her radium first, or if there is infec- 
tion or ulceration she usually gets deep x-ray, exter- 
nally and transvaginally and later this is followed by 
radium. In the noninfected early cases, radium is fre- 
quently given first and then followed with the full 
series of external irradiation. 


For many years radium was placed in a tube, one of 
which was made up by Swanberg. This was placed in 
the cervix or across the external os. The bladder and 
rectum were packed off, but I am sure many cases had 
the cervix pushed backward against the rectum. Of 
the 71 cases reported here, 57 had radium in their 
sequent of treatments. The Manchester Colpostats are 
difficult to keep in place. I have inserted them well 
against the lateral ligaments, and on an x-ray film 
made later they will be shown to have been displaced 
directly anteriorly and posteriorly against the bladder 
and the rectum. With the advent of the Ernst applica- 
tor and other similar applicators, there is more protec- 
tion to the bladder and rectum and less danger of 
Tecto- or vesicovaginal fistula. 


Intravaginal x-ray covers a wider area than radium 
and because of its longer wave length it is less detri- 
mental to normal tissue. Ralph Caulk, in 1954 Roent- 
genology, reported 733 patients treated with the trans- 
vaginal therapy. A few cases later showed localized 
changes in the sigmoid area which was in the beam. 

How can these latent damages be prevented? 

1, Extensive tumor with invasion of the tissues and 
fixation. 

2. Fixed loops of bowel in the cul-de-sac. 

Sante, several years ago reported using pneumoperi- 
toneum, placing the patient in Trendelenberg posi- 
tion, allowing the air to pass into the pelvis, displacing 
the ileum out of the pelvis. This method has been 
used in therapy but it is difficult to maintain enough 
intra-abdominal pressure to keep the ileum displaced 
up. Films taken with this method also show loops of 
ileum lying in the cul-de-sac and directly in the beam 


of radium therapy, transvaginal or external irradia- 
tion. 


Using supervoltage and cobalt-60, there may be some 
increase in radiation damage but we feel this is neces- 
sary to destroy cancer and it is worth the risk. Surgical 
treatment of the bowel can be accomplished without 
too much hazard. 
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Epidemic Neuromyasthenia 


JOSEPH F. FRAUMENI, JR., M.D.,f Durham, N. C. 


This review of an interesting and newly recognized syndrome or disease should attract the reader. 
No one knows whether he will be the next one to recognize an epidemic of this disease. 
(Editorial comment was made in a recent issue of the Journal on this interesting condition.) 


IN THE PAST DECADE several epidemics of a 
curiously distinctive illness have been investi- 
gated in Scandinavia,)? Australia,? Germany,* 
Alaska,5 South Africa, England™5 and the 
United States.1¢?° These outbreaks have been 
variously termed “Iceland disease,” “Akureyri 
disease,” “benign myalgic encephalomyelitis,” 
“benign subacute encephalomyelitis,” “epi- 
demic vegetative neuritis,” “Durban mystery 
disease,” “acute encephalomyalgia,” “polio- 
myelitis suspect,” “‘poliomyelitis-like illness,” 
“lymphoreticular encephalomyelopathy,” 
“Royal Free disease” and “epidemic neuro- 
myasthenia.” Pursuing a stubbornly protract- 
ed and relapsing course, the illness has been 
characterized by multiple, diversified symp- 
toms, including fatigue, malaise, headache, 
fever, stiffness of the neck and back, muscular 
weakness, myalgias, paresthesias, vasomotor 
instability, gastrointestinal and genitourinary 
disorders, and emotional disturbances. In 
many respects the disease simulates poliomye- 
litis, the diagnosis applied to the initial out- 
breaks, but differs in epidemiologic details, 
the more encouraging prognosis, the high pro- 
portion of cases with normal cerebrospinal 
fluid, conspicuous sensory phenomena, preser- 
vation of normal reflexes and persistent psy- 
chologic aberrations. Nevertheless, repeated 
failures to isolate a poliomyelitis virus, or to 
demonstrate an appropriate rise of serum pro- 
teins, have been required to render implaus- 
ible a diagnosis of poliomyelitis. 


Clinical Features 


The variation in clinical manifestations be- 
tween outbreaks and between patients in a 
single outbreak has at times been sufficient to 
impede incorporation of each epidemic into a 
homogeneous diagnostic and nosologic entity. 
The course of this disease has been dramatized 
by an amazing fluctuation in the character, 


+From the Department of Pediatrics, Duke University School 
of Medicine, Durham, N. C. 


diversity and intensity of symptoms. Clinical 
findings have varied from minimal systemic 
complaints to impressive neuromuscular, vaso- 
motor or mental disorders. While some pa- 
tients present fragments of the syndrome, 
others have demonstrated the entire range of 
symptomatology. 

1. Acute phase. The onset of the illness is 
usually insidious and features vague constitu- 
tional symptoms such as lassitude, malaise, 
headache, low-grade fever, pains in the nape 
and back, achings in extremities, irritability 
and depression. These prodromes ordinarily 
precede paretic symptoms by | to 30 days, but 
often seem to abate and constitute an abortive 
illness. Fatigue and malaise, prominent symp- 
toms in every outbreak, are often pertinacious 
and incapacitating. Headaches, variably lo- 
cated, are usually dull, severe and accompa- 
nied by giddiness. Fever seldom exceeds 100° 
F. and is occasionally absent, although epi- 
sodes of profuse sweating may occur. An in- 
stability of body temperature is probably 
more characteristic than an elevation of tem- 
perature; a consistent morning depression of 
2 to 3° below afternoon peaks has been dem- 
onstrated, the amplitude of fluctuation corte- 
lating well with the severity of the clinical 
condition.1® 

Most patients experience a moderate amount 
of nuchal and spinal pain and stiffness. Para- 
vertebral muscle spasm and rigidity are occa- 
sionally observed; however, Kernig’s sign is 
rarely positive and meningeal involvement 
seldom incriminated. The pain is usually 
deep, dull, poorly localized and aggravated by 
exertion. It resides over the muscles of the 
back of neck, between the shoulders or in the 
lumbar area, and is commonly associated with 
exquisite muscle tenderness and _paresthesias. 

Muscular weakness has been reported in 
most cases, occurring within 30 days after the 
onset of the illness and lingering from | to 3 
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months. The paresis is flaccid with great vari- 
ation in intensity and extent. There is a 
peculiar predilection for a localized group of 
muscles in some outbreaks. An extremity fre- 
quently feels heavy, bulky or “asleep;” the pa- 
tient may be unable to grip objects. However, 
a complete or lasting paralysis has never been 
observed. The paresis always tends to im- 
prove, but relapses and migration to a previ- 
ously uninvolved limb are common. Although 
a slight degree of muscular wasting has been 
occasionally seen, the atrophy is never propor- 
tional to the demonstrated weakness. 

Myalgias, easily aggravated by exertion, 
often occur independently of paretic muscula- 
ture. Pain and tenderness, especially about 
the shoulders, have been depicted as the most 
constant symptoms of the illness.18 Usually 
found in the extremities, the pains are de- 
scribed as gnawing aches deep within muscles, 
migratory and relapsing, accompanied by an 
overlying cutaneous hyperesthesia, responding 
poorly to analgesics and persisting for long 
periods of time. Tenderness is also not re- 
stricted to paretic muscles and is often focal 
in small areas. The chest and abdomen have 
been occasional sites for complaint. Although 
sometimes “band-like and squeezing” along 
the diaphragmatic insertion, the chest pain is 
usually localized unilaterally and associated 
with respiration.1® Abdominal pain, frequent- 
ly “cramping” in nature, may be accompanied 
by markedly tender abdominal muscles. 

There is commonly a surprising absence of 
objective neuromuscular signs. Except for rare 
cases of transient paralysis, tendon reflexes 
are usually normal and plantar responses are 
flexor. However, the studies of Acheson,® 
Ramsay®!1 and the Royal Free Hospital med- 
ical staff!® demonstrate a higher incidence of 
lesions of the pyramidal tract and brain stem, 
reflected by exaggerated reflexes, extensor 
plantar responses and cranial nerve affections. 
The latter include blurred vision, pupillary 
anomalies, diplopia, ocular and soft palatal 
paresis, trigeminal pain and paresthesias, hy- 
peracusis, perceptive deafness, tinnitus, nys- 
tagmus, vertigo, facial weakness and mild 
bulbar palsy. Infrequently patients complain 
of incoordination and staggering, and a posi- 
tive Romberg sign, with other evidence of im- 
paired position sense, may be found. Areas of 
exaggerated or diminished sensitivity to pain, 
touch or temperature are common. Hyperes- 


thesias have at times become so intense that 
clothing was unbearable and cradles were re- 
quired.17 Sensations of numbness, tingling, 
burning and formication, pursuing an erratic 
bodily distribution, have not infrequently 
constituted the most disabling phase of this 
illness. In some epidemics, involuntary activ- 
ity of fatigued muscles during volitional 
movement has been conspicuous, manifested 
by transitory spasm, fasciculation, myoclonus 
or tremor. Vasomotor instability has been re- 
vealed by intermittent coldness and warmth 
of an extremity, areas of pallor and flushing, 
and transient hypertension.5.19 

Gastrointestinal inconveniences frequently 
succeed the early prodromal symptoms. Diar- 
rhea usually is mild, but is associated at times 
with cramps, flatulence and mucus. Constipa- 
tion may either follow the episode of diarrhea 
or persist throughout the illness. Symptoms in 
the urinary tract have commonly taken the 
form of difficulty in micturition and reten- 
tion, necessitating catheterization, or occasion- 
ally have featured temporary polyuria or in- 
continence, unassociated with leg paralysis. 
Menstrual disorders may occur late in the 
acute phase and are represented by cramping 
pains, irregular cycles, hypermenorrhea or 
amenorrhea. Depression, mental confusion 
and anxiety are overt characteristics from the 
onset of this syndrome. The patient appears 
to be under increased tension, displays unpro- 
voked irritability, has episodic crying spells, 
sleeps fitfully and may be awakened by terri- 
fying dreams. Traditional ‘“psychoneurotic 
symptoms” have been observed in the form of 
hyperventilation attacks and dysphagia with- 
out sore throat or regurgitation.?° In certain 
cases the illness has precipitated “psychotic 
manifestations” which have reacted well to 
electroshock therapy.1% 

Sporadic findings have included the follow- 
ing: anorexia, somnolence, projectile vomit- 
ing, upper respiratory infection, cervical ade- 
nitis, aching of the teeth and gums, stomatitis, 
conjunctivitis, photophobia, retro-orbital pain, 
arthralgias, trophic skin changes, rashes and 
edema. The most significant variant occurred 
at the Royal Free Hospital outbreak where 
cases presented prominent lymphoreticular 
involvement, with generalized tender lym- 
phadenopathy, tenderness of the liver and 
spleen, and abnormal circulating lympho- 
cytes.18 
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2. Sequelae. In a small proportion of pa- 
tients recovery has followed the acute phase 
within 1 to 2 months; in the Iceland epidemic 
only 11% of 57 cases were completely free of 
symptoms 7 to 10 months after the disease 
began.! Most patients, after an early and de- 
ceptive abatement of symptoms, have repeated 
exacerbations of fever, paresis, myalgia and 
paresthesia, sometimes lasting for several 
months. Although the recurrence rate gradu- 
ally declines with the subsidence of the epi- 
demic, periods of convalescence, even in the 
mildest cases, tend to be prolonged. Many 
vague and distressing symptoms are intro- 
duced or aggravated by menses, physical exer- 
tion or change in weather. Deisher® studied 81 
women 2 years after the Alaskan outbreak, 
and discovered 63 with fatigue, 54 with pain 
and stiffness, 34 with emotional lability and 
35 with weakness. Gudmundsson? returned to 
the community of Akureyri in Iceland 6 years 
after the epidemic, re-examined 39 previous 
patients and found only 13% fully recovered; 
many still complained of tension, tiredness, 
tender muscles and pains, with objective signs 
of paresis, hypoalgesia and hypoaesthesia. 
Pellew® regards the psychologic sequelae as 
the outstanding and most sinister feature of 
this syndrome. Depression, emotional instabil- 
ity, lack of concentration and irritability were 
the most common subacute findings in the 
Australian epidemic. In an informative con- 
trast, Pellew briefly presents two patients: 
one, a poliomyelitic paraplegic, never recovers 
his muscle power but remains the most cheer- 
ful patient on the ward; the other, almost 
paraplegic with the “poliomyelitis-like” afflic- 
tion, recovers all his muscle power but re- 
mains “extremely irritable and almost melan- 
cholic.” 


Laboratory Investigations 


The salient feature of routine laboratory 
studies has been the dearth of positive find- 
ings. White cell counts are usually normal or 
show slight elevations. The differential pat- 
tern has been unremarkable in most studies; 
however, Shelokov!® observed a relative lym- 
phocytosis that reached 50 to 60% during the 
acute phase and returned to normal range 
within 10 days to 2 weeks. Atypical lympho- 
cytes have been described by Ramsay®!1 at 
two outbreaks and by observers at the Royal 
Free epidemic.'* Other investigations have 
been repeatedly performed with negative re- 
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sults, including hemoglobin determinations, 
red cell counts, sedimentation rates, urinaly. 
ses, blood cultures, cold and febrile agglutina. 
tion tests, liver function studies, serum elec. 
trophoreses, Paul-Bunnell reactions, muscle 
biopsies and toxicologic studies. Chest films, 
electrocardiograms and electroencephalograms 
have not demonstrated a specific abnormality, 

The high proportion of normal cerebro. 
spinal fluid determinations has been a dis. 
tinctive feature of this syndrome. Although 
protein elevation and pleocytosis were promi- 
nent during the Iceland outbreak, where only 
nine specimens were examined,! these changes 
have been uncommon in other epidemics. 

Serial determinations of urinary creatine 
excretion by White and Burtch'® showed an 
initial abnormal increase in 12 of 13 cases 
with a return to normal limits on subsequent 
measurements. Although a defect in muscle 
function was suggested, there was no correla- 
tion between the level of creatine excretion or 
shape of the curve with the severity or course 
of the disease. 

Electromyography has convincingly demon- 
strated retention of nerve conduction and ab- 
sence of lower motor neuron degeneration; 
during volition a consistent reduction in the 
number of motor unit potentials, which are 
unusually grouped, has been considered char- 
acteristic of a myelopathic lesion.7.,10,11,15 

No striking disclosure has been obtained as 
yet from etiologic studies. Numerous inocula- 
tions of animals and tissue cultures of mate- 
rial from blood, nasopharynx, spinal fluid 
and feces have failed to isolate an infectious 
agent. Refined technics for obtaining the 
poliomyelitis and Coxsackie virus have been 
repeatedly unsuccessful. Serologic testing with 
the appropriate use of complement fixation, 
agglutination, agglutination-inhibition and 
neutralization tests has demonstrated no im- 
mune body production against antigens spe- 
cific for trichinosis, leptospirosis, brucellosis, 
lymphogranuloma venereum, toxoplasmosis, 
encephalomyocarditis, lymphocytic chorio- 
meningitis, ECHO viruses, adenoviruses, 
herpes simplex, rabies, mumps, Q-fever, influ- 
enza, polio and the arthropod-borne enceph- 
alitides. 

Bacteriologic investigations by Shelokov 
and associates!® in 1953, with the use of stool 
isolation and serum agglutination, revealed 
significant evidence of acute infection of 
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many patients with enteric bacteria of the 
Bethesda-Ballerup group of intermediate par- 
acolon organisms. The close correlation be- 
tween clinical cases and the paracolon infec- 
tion suggested a direct toxicity to neural or 
neuromuscular tissue, but the authors believe 
that the bacteria may have reflected an epi- 
demiologic setting where fecal contamination 
promoted infiltration of unknown “fellow 
travelers.” However, there has been no sub- 
stantiation of these findings to date. In the 
Punta Gordian outbreak of 1956, stool speci- 
mens were cultured for paracolon B-B organ- 
jms without isolation, and paired sera from 
8 of 9 patients revealed negative titers of H 
and O agglutinins to one of the two antigenic 

s of the B-B organisms obtained in the 
Maryland outbreak.?° 


Epidemiology 


This disease often strikes explosively within 
schools or institutions, especially medical and 
nursing staffs of hospitals, with a curious par- 
tiality for student nurses; or else it is epidemic 
within the general population, where it pri- 
marily affects young adults and predominant- 
ly women. The number of cases in each out- 
break has varied from 7 soldiers who lived in 
the same Berlin barrack block,* to 800 Aus- 
tralian civilians.* High communicability is re- 
flected by nurse attack rates that fluctuated 
between 2% at Middlesex Hospital® to 18.6% 
at the Royal Free Hospital.1* In the Iceland 
epidemic the maximum age incidence oc- 
curred in the range of 15 to 19 years.1 There 
is generally a very low proportion of cases un- 
der 10 years and over 45 years of age. Al- 
though the onset of outbreaks in Berlin and 
Iceland occurred during the winter, most have 
originated during the summer months and 
not infrequently there has been a concurrent 
poliomyelitis epidemic in the neighborhood. 

The mode of transmission remains un- 
known. At no time has an extra-human source 
of infection been demonstrated; water, milk, 
food, insects, laundry, swimming facilities, 
cosmetics, soaps and chemical agents have 
been examined with negative results. Although 
Shelokov and associates!® suggested that the 
“premises” may harbor a “continuing com- 
mon source of infection,” the consensus of 
most investigators conforms to the observa- 
tions of Poskanzer and collaborators.*° “The 
epidemic curve, the apparent absence of com- 
mon exposure factors and the disproportion- 
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ately high incidence among medical and as- 
sociated personnel . . . are consistent with a 
hypothesis of person-to-person transmission of 
an infectious agent.” Studies of case-to-case 
relationships during the Royal Free outbreak 
have provided evidence for rapid spread by 
personal contact.!* During the Iceland epi- 
demic, transmission was traced along the 
main route of traffic in a district of Akureyri. 
Some observers assume an airborne spread by 
droplets with epidemic symptoms following 
an upper respiratory infection; in this regard 
the probability of intermediate carriers and 
the limitation of infectivity to the first 10 to 
14 days have been briefly considered.8? An 
incubation period of one week has been esti- 
mated by most observers, yet fluctuations have 
not been uncommon. A fortuitous time rela- 
tionship in the small Berlin outbreak, in 
which an orderly was infected within 4 days 
of coming into contact with patients, suggest- 
ed an incubation period of less than 4 days;* 
however, investigation of case-to-case contacts 
between Middlesex Hospital nurses indicated 
a 17 to 18 day interval between exposure and 
onset of symptoms.’ 


Role of Psychic Contagion 


The prominent hysterical features of this 
illness have repeatedly excited debate over 
the question of functional, as opposed to or- 
ganic, pathogenicity. However, the basic con- 
gruity of the clinical pattern and the presence 
of fever and electromyographic abnormalities 
appear to distinguish the disease from a psy- 
chopathological disorder. Although many 
Punta Gordians demonstrated “changes in 
emotional status and symptoms reminiscent of 
psychophysiological reactions to life stress,” a 
“Mass conversion reaction” was not supported 
by characteristics of the outbreak: the appear- 
ance of separate illness at random intervals, a 
lack of apprehension about the medical prob- 
lem in the general population, and the vari- 
able course and symptomatology of cases 
within the same household.2° Surveying a 
triad of depression, vague symptoms and ab- 
sence of objective signs, White and Burtch'* 
at the onset of the New York State epidemic 
raised the possibility of a “nonspecific fever in 
neurotic and suggestible patients.” However, 
their cases showed no other symptoms or signs 
of neurosis, and there was no higher incidence 
in past years of neurotic illness than is ordi- 
narily found in the general population. 
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Discussion 


“Epidemic neuromyasthenia” is an appro- 
priately descriptive label for this cryptogenic, 
contagious, benign, yet protracted and debili- 
tating disease of the central nervous system. 
It emphasizes the diffuse and singular “ex- 
haustion” of mind and muscle that underlies 
the symptom complex. Fortunately the title is 
vague, but unbiased, and should invite more 
precise identification. For not only is the 
cause of this illness unknown, but the essen- 
tial pathologic definition remains a mystery. 
The absence of mortality has so far precluded 
definitive anatomic investigation. Necropsies 
during the Los Angeles outbreak were un- 
doubtedly performed on victims of a coinci- 
dental, or related, poliomyelitis epidemic.1® 

Treatment has naturally been limited to 
technics for support and symptomatic relief. 
Strict bedrest and isolation, with reassurance 
and careful positioning of limbs, have been 
strongly urged during the acute stage. Drug 
management has included analgesics, seda- 
tives, tranquilizers, analeptics and muscle re- 
laxants. Limited physiotherapy during conva- 
lescence, with heat and stretching exercises, 
has proven effective in relieving muscle spasm 
and preventing contractures. 


This syndrome has invited comparison to 
von Economo’s encephalitis lethargica which 
spread in outbreaks about the world between 
1916-1926.13.14 Although the causal agent was 
never discovered, this clinical entity was easily 
recognized amid the bizarre diversity of neu- 
rologic and psychiatric disturbances. The syn- 
drome also bears likenesses to other epidemic 
encephalitides and to influenza, pleurodynia, 
polio and infectious mononucleosis. Like 
these afflictions the clinical and epidemiologic 
features conform to that of a viral infection. 
The symptomatology seems to reflect the en- 
try of a virus with limited virulence and 
peculiar morbific properties into the systemic 
circulation with subsequent widespread filtra- 
tion and multiplication in nervous tissue. The 
possibility of strains or mutations of known 
viruses should be considered, as well as an 
obscure encephalomyelotropic agent, in the 
etiology of this disease. Furthermore, the as- 
sociation of several outbreaks with epidemics 
of polio raises the possibility of a hypersensi- 
tivity response of nervous tissue to the polio- 
myelitis virus. 

Epidemic neuromyasthenia may well be ex- 
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pected to appear again. At this visitation 
many of the suggestive studies once per. 
formed, including muscle biopsy and electro. 
diagnosis, should be repeated, and other pro. 
cedures, such as spinal fluid electrophoresis 
and psychologic testing, initiated. Above all, 
more refined, vigorous and large scale at. 
tempts to define an etiologic agent, or group 
of agents, are indicated. Improved viral and 
immunologic investigation should embrace 
the acute phase of the illness. The utilization 
of all proper, available isolation technics will 
require a formidable undertaking, which js 
unavoidable if ultimate clarification of this 
syndrome is desired. 


Summary 


This paper is devoted to the description of 
an unusual syndrome occurring epidemically 
about the world in recent years. Epidemic 
neuromyasthenia is presented with emphasis 
placed on clinical features, laboratory investi- 
gations and epidemiology. The role of psychic 
contagion is briefly evaluated, and comment 
is made upon therapeutic measures and the 
current etiologic and pathologic hiatus of this 
syndrome. The possibility of a viral infec- 
tion and the need for further investigative 
studies are discussed. 
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X-Ray Diagnosis of Carcinoma of 


the Breast: 


DAVID M. SKLAROFF, M.D., SIMON M. BERGER, M.D., 
and LOLITA MOORE,} Philadelphia, Pa. 


The authors emphasize the valuable contribution radiographic examination of the breast may make 
in the earlier diagnosis of cancer. They urge a more widespread use of such studies by the x-ray. 


ROENTGENOGRAPHY OF THE BREAST, as a diag- 
nostic tool, is now performed only by a few 
radiologists. One reason for reluctance to 
use this type of examination has been only 
partial comprehension of the rationale behind 
it. This statement implies no criticism. 
Rather, it emphasizes a lack of information 
of the kind of contribution that may be ex- 
pected from this type of study. 

Technical criteria are relatively simple and 
have been described in a number of publica- 
tions. As a rule, two views are taken of each 
breast: a lateral and a cephalocaudad pro- 
jection. A semi-elliptical cone is helpful in 
achieving approximation to the chest wall 
and in directing the beam in a column (Fig. 
1, A and B). 

The normal female breast during the re- 
productive years is roughly triangular in 
shape, with its base along the chest wall and 
its apex at the nipple. On the x-ray film the 
trabeculae, consisting of ducts with their de- 
pendent lobules and supporting stroma, ex- 
tend toward the nipple in an uninterrupted 
fashion. While variable amounts of fat may 
be present throughout the gland, the over-all 
appearance of a normal breast is essentially 
homogeneous. With advancing age there is 
increasing fat infiltration with a correspond- 
ing decrease in the amount of parenchyma. 
An abnormal distribution of elements within 
the gland or an increase in any one com- 
ponent forms the basis of most benign 
mammary dysplasias.* 


Characteristics of X-ray Findings 
On the x-ray film breast cancers are usually 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Department of Radiology, Albert Einstein Medical 
Center, Philadelphia, Pa. 


recognizable because of their dense, outstand- 
ing character. From their x-ray appearance 
the majority of breast cancers can be divided 
into: (1) scirrhous, (2) circumscribed, and 
(3) intraductal. Each of these classes has 
characteristic x-ray findings which facilitate 
diagnosis. 

1. Scirrhous. An_ irregular, spiculated 
opacity standing out from surrounding breast 
structures. These neoplasms have a “sun- 
burst-like” appearance especially striking 
when seen against a fatty atrophic back- 
ground. 

2. Circumscribed. A rounded opacity, 
sharply outlined except for irregular notching 
or an infiltrating margin. A solitary exten- 
sion or “tail” may extend into the surround- 
ing tissue. Circumscribed carcinomas are 
usually of the medullary or papillary type. 

3. Intraductal. Punctate calcifications, fine 
to moderately coarse, clumped irregularly 
along the lactiferous ducts. The calcific 
concretions apparently occur among necrotic 
tumor cells within the duct lumen.’ In our 
experience, about 30% of all breast cancers 
show this type of calcification on the x-ray 
film. A similar finding is seen in cases of 
severe or precancerous intraductal hyper- 
plasia. Here calcific distribution is usually 
less extensive. 

Advanced, well-established neoplasms also 
show certain secondary changes. Such changes 
include distortion of the surrounding breast 
architecture, thickening or retraction of the 
skin, retraction of the nipple and increased 
vascularity. 


Material and Findings 


Between October 1, 1955, and September 
31, 1958, 2,963 women had one or more x-ray 
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FIG. 1 
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studies of their breasts in our department. operated upon in whom cancer was suspected 
These patients can be divided into three on clinical examination, cancer was found at 
categories based on clinical findings. In the * operation. In the two categories in which a 
first group, are 283 patients with symptoms _ benign lesion or no lesion was diagnosed 


and a clinical diagnosis of suspected cancer Clinically, 21.1% and 16.7% of these women 
made by the referring physician. The ma- were subsequently found to have cancer 
jority of these women were examined as a (Fig. 2). 

routine preoperative procedure and a patho- The accuracy of our x-ray reports varied 


logic confirmation is available for 86.6 per between 79 and 80.1% depending on the 
cent. The second group consists of 1,368 clinical classification. The x-ray diagnosis 
patients also with symptoms such as pain was incorrect between 13.9 and 21% of cases, 
without a palpable mass, an indefinite breast with a high incidence of false-positive diag. 
thickening, or “lumpy” breasts. /n this group noses predominantly in the asymptomatic 
cancer was not suspected clinically and no im- survey group. This was due to a deliberate 
mediate operation had been planned by the _ effort on our part to “over-read” the x-ray 
referring physician. Of these, 27.6% were findings in this experimental group. A total 
subsequently operated on. In the third group of 14 cancers (7.3%) were missed in the en- 
are 1,312 asymptomatic women who joined an tire series (Fig. 3). 


experimental periodic x-ray survey between The 192 neoplasms in our series were classi- 
January, 1956, and January, 1958. Only fied by size according to the largest measure. 
5.8%, of these patients were operated upon ment made by the pathologist and were com- 
after admission to the survey group. pared with a group of 1,355 cancers analyzed 


Accuracy of clinical examination can be — by Stewart.* That author found a definite 
estimated in cases where surgery followed the correlation between small tumors less than 
x-ray examination. In 46.1°% of patients 2 cm. in diameter and a high percentage of 


FIG. 3 
ACCURACY OF X-RAY DIAGNOSIS IN 
699 CONFIRMED EXAMINATIONS 
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Accuracy of x-ray reports in 699 histologically confirmed examinations. A total of 14 of 192 proven cancers (7.3%) were 
not diagnosed on roentgen examination. 
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5 year survivals. In our group of clinically where cancer was not clinically suspected over 
suspected cancers the distribution of tumors 68% of the neoplasms were less than 2 cm. in 
in the various size categories is not unlike that diameter (Fig. 4). 

found by Stewart. However, in the groups The presence or absence of metastases to 


FIG. 4 
SIZE OF PRIMARY TUMOR 
(PATHOLOGIST'S MEASUREMENT) 


1355 primary operable cancers, Five year clinical cure rates 
Stewart, 1950 in the same 1355 cases 
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‘son with a group of 1,355 cancers reported by Stewart (1950) where tumor size was found to be related to prognosis. 
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axillary lymph nodes is another index of 
prognosis. Recently, Urban® classified a 
series of 800 cancers into clinically suspected 
and clinically unsuspected neoplasms, and 
correlated these classes with 5 year cure-rates. 
In our group of 113 clinically diagnosed 
neoplasms the incidence of metastases to the 
axillary lymph nodes at operation compares 
with the corresponding but larger group 
studied by Urban. However, unsuspected 
cancers in our series had metastases to regional 
lymph nodes in only 30.4% of cases (Fig. 5). 


It is our impression that breast cancers 
can be present for a considerable time be- 
fore the appearance of symptoms or clinical 
signs. A number of these neoplasms are de- 
tectable on x-ray examination and have been 
followed by means of successive x-ray studies 
for variable lengths of time before final 


operation. Six such cases have been reported 
elsewhere.6 Examples are shown by the fol- 
lowing case reports: 

Case 1. (Fig. 6) A 45 year old woman was ex. 
amined preoperatively for a mass in her left breast, 
The lesion in the left breast was reported on X-Tay 
examination as benign and confirmed as such at 
operation. Unfortunately, the x-ray films of the Tight 
breast were not studied too closely. A postoperative 
clinical examination by the patient’s surgeon 6 weeks 
later was reported as entirely negative for both 
breasts. Five and a half months after the first X-Tay 
study the patient discovered a mass in her right breast 
and was examined in our department 2 days later, 
A review of the first study showed a typical scirrhous 
carcinoma. The tumor had increased in size during 
the interval. At operation, the neoplasm measured 
3.2 cm. in its greatest diameter. There was no evidence 
of metastases to the axillary lymph nodes. 

Case 2. (Fig. 7) A 54 year old woman joined our 
survey group in March, 1957. Artifacts were present 
on the x-ray films and an irregular spiculated ab- 


FIG. 5 
STATUS OF AXILLARY LYMPH NODES AT OPERATION 
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FIG. 6 


Roentgenograms illustrating the rapid growth of a scirrhous 
carcinoma over a 5.3 months interval. 


normal density in the left breast (arrow) was thought 
to represent another artifact by the reporting 
radiologist. On routine x-ray re-examination 6 months 
later, the abnormal density was still present and had 
increased in size. On the basis of our x-ray report she 
was operated upon, although she was still asympto- 
matic and no mass was palpable on examination of 
the area by the surgeon. The x-ray diagnosis was 
confirmed at operation. The tumor measured 2 cm. 
in diameter and had not metastasized to the regional 
lymph nodes. 

Case 3. (Fig. 8) This tumor was detected and 
diagnosed on the first x-ray screening of an asympto- 
matic survey volunteer, aged 57 years. The patient 
was referred to a surgeon at another institution who 
could not palpate any mass in the breast and refused 
to operate. However, he carefully re-examined the 
patient clinically at 3 month intervals for the fol- 
lowing 15 months. We were able to re-examine this 
patient on three additional occasions and in each case 
we reported evidence of growth in the suspected 
neoplasm. Finally, the surgeon was prevailed upon 
to operate, although he still could not palpate any 
abnormality in the area under x-ray suspicion. An 
infiltrating intraductal carcinoma was found at opera- 
tion—the tumor measured 3 mm. in diameter and 
was surrounded by a wider area of severe atypical 
intraductal hyperplasia. The axillary lymph nodes 
did not contain metastases. 


Discussion 


Roentgenology of the breast is neither a 
substitute for histologic diagnosis nor the final 
answer to every problem connected with 
breast disease. Its present level of diagnostic 
accuracy is high, and has increased in pro- 
portion to our experience. However, a small 
percentage of neoplasms are missed on x-ray 
study, and a somewhat larger number of 
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examinations results in false-positive reports. 

Obviously, a patient with a stony hard, 
fixed or dominant breast mass needs no x-ray 
examination. In her case operation is manda- 
tory and should be done even in the face of a 
negative x-ray report. Unfortunately, all our 
Statistics point to the conclusion that clinically 
apparent cancers are not early cancers, re- 
gardless of the short duration of symptoms 
or of clinical findings. 

The picture is considerably less clear-cut in 
patients where the classical clinical signs of 
breast cancer are absent. Various institutions 
and individuals advocate different proced- 
ures. In some cases any breast symptom is 
considered as possible evidence of cancer and 
operated on promptly. Elsewhere, cases of 
“cystic mastitis” or patients without a domi- 
nant mass are asked to return for re-examina- 
tion 1 to 6 months later. If any change 
occurs in the interim, operation is subsequent- 
ly done. Unfortunately, biopsy of a breast 
segment is no assurance that the lesion ex- 
amined by the pathologist is representative of 
the remaining breast tissue. Furthermore, 
completely asymptomatic, clinically negative 
patients have been known to “develop” a 
well-established neoplasm almost overnight. 

An early cancer has been defined as a tumor 
of short duration, small size and without 
metastases. The last two criteria have been 
evaluated extensively and found to bear a 
direct relation to prognosis. Comparison of 
two such reports with our own series clearly 
shows that 60 to 70% of cancers detected on 


FIG. 7 


X-ray films of a scirrhous carcinoma overlooked on first 
examination and diagnosed 6 months later. The tumor was 
still not palpable at this stage. ~- 


4 
weeks 
breast 
during 
present 
ed ab- 
tee 
a 


SOUTHERN MEDICAL JOURNAL 


FIG. 8 


OCTOBER 1959 


(Case 3) Serial x-ray examinations over a period of 15 months of a slowly growing typical intraductal carcinoma (arrows). 
Note increase in the number of fine punctate calcifications (arrows). (A) First examination: November 12, 1956. (B) Feb- 
ruary 14, 1957. (C) August 14, 1957. (D) January 30, 1958. The tumor was not palpable even at the time of operation; a 
lead marker was placed on the skin in order to localize the tumor for the surgeon. 


x-ray examination in the absence of symptoms 
or of positive clinical findings are early ac- 


cording to this definition. Duration of a 
tumor is harder to evaluate. The 3 cases dis- 
cussed in this report exemplify our contention 
that breast cancer is asymptomatic for months 
and sometimes years. Yet such tumors can be 
detected and diagnosed on x-ray examination 
presumably at an earlier stage of their growth 
cycle. 

The rationale for more extensive use of 
roentgenologic studies of the breast lies in 
its ability to detect cancers at the unsuspected 
or asymptomatic stage. Any tumor picked up 
on x-ray examination while clinical findings 


are absent is an advance in the timing of 
treatment. 

Some of the most common situations in 
which the clinician would hesitate to recom- 
mend operation while an x-ray examination 
would be of value are: 

1. The patient complains of a breast mass, 
but no mass is palpable to the examiner. 

2. A patient has localized or unilateral 
breast pain, but no palpable mass. 

3. A vague, soft, hardly definable thicken- 
ing is palpated, and doubt exists on the sig- 
nificance of this finding. 

4. Patients with multiple or bilateral 
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one or more previous surgical interventions 
have shown only benign breast disease. 

5. Patients in the cancer “age group” with 
a family history of breast cancer, and no ab- 
normal clinical finding whatsoever. 


Summary 


A rationale for the wider use of roentgen- 
ologic examination of the breast is presented. 
In a series of nearly 3,000 women examined 
during the past 3 years 79 had neoplasms 
which were not suspected clinically. Sixteen 
of these were found on periodic x-ray screen- 
ing of a group of completely asymptomatic 
women. 

Over 68°% of clinically unsuspected and 
asymptomatic neoplasms detected on x-ray 
study were less than 2 cm. in diameter, while 
the mean size of clinically diagnosable cancers 
was between 3 and 3.9 cm. Incidence of 
metastases to axillary lymph nodes at opera- 
tion also showed a marked difference; clinical- 
ly evident neoplasms had metastases to re- 


gional lymph nodes in 66.4% of cases as op- 


breast masses, especially in those cases where 
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posed to an incidence of 30.49% metastases in 
the clinically unsuspected group. 

Three patients with neoplasms recognizable 
on the x-ray film 514, 6 and 15 months before 
operation are discussed. In two cases no mass 
was felt at operation, in spite of a character- 
istic x-ray appearance and evidence of growth 
during the lapse of time. None of these 3 
patients had axillary metastases at operation. 

X-ray examination of the breast is urged 
for women in whom the clinical findings are 
not alarming and operation is not contem- 
plated. Cancer detection at this stage is al- 
ways an advance in the timing of treatment 
and leads to an increase in the number of 
curable breast cancers. 
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A Simple Office Procedure for the 
Correction of Postoperative 


Anal Stenosis" 


JOHN McGIVNEY, M.D.,¢ Galveston, Tex. 


All too often the postoperative results following anorectal surgery are unpleasant. Among 
these is the complication of anal stenosis. The author describes a method of 
treatment that seems to be successful for this difficulty. 


Ir SEEMS APPROPRIATE at this time that we 
should stop and reappraise our methods of 
surgical treatment of anorectal diseases with 
special consideration to the ultimate func- 
tional results. 


It must be admitted that anorectal oper- 
ations, and _ especially hemorrhoidectomy, 
often offer rather unsatisfactory functional 
results. Frequently one faces the dilemma of 
either removing all the diseased tissue and 
risking for the patient a poorly functioning 
anorectal apparatus or leaving behind a 
portion of the tissue and chancing a re- 
currence of the patient’s symptoms. One of 
the most common complications of anorectal 
surgery, particularly hemorrhoidectomy where 
an excess of tissue has been removed, is anal 
stenosis or anal contracture. In addition, 
many patients receive inadequate or, more 
often, no postoperative care for the anorectal 
wounds and are left with a fibrous, inelastic 
anal outlet which produces more discomfort 
and distress than the original disease for 
which the operation was performed. 

It seems desirable then to have in one’s 
surgical armamentarium a method for dealing 
with this distressing sequela, one which will 
not impose upon the patient the additional 
inconvenience of hospitalization. Surgical 
procedures in the office offer several dis- 
advantages: (1) there is usually a lack of 
proper sterilization measures; (2) there is 
difficulty associated with securing proper 
hemostasis; (3) anesthesia is incomplete and 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

tFrom the Department of Surgery, University of Texas 
Medical Branch, Galveston, Tex. 


therefore relaxation is inadequate; and 
(4) adequate assistance may not be available, 

Several years ago we learned from Dr, 
Herbert Hayes and his associates a technic 
for correcting anal contracture in the office, 
They have used this technic with great suc- 
cess for many years. The operation is done 
with a small nasal cautery (Fig. 1) which 
seems to obviate all of the disadvantages as- 
sociated with office or out-clinic surgery. The 
small platinum loop cautery electrode is con- 
tained in a pencil type handle for easy 
manipulation. The electric current is ob- 
tained from a low-voltage transformer which 
contains a rheostat for varying the voltage 
delivered. Several types of electrodes are 
available, including a small, straight, short- 
shanked electrode and a 5 inch shanked 
electrode inclined at a 45 degree angle. With 


FIG. 1 


Transformer, cautery handle and tips employed in correcting 
anal stenosis. 
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Inverted triangular configuration assumed by anal contrac- 
ture following hemorrhoidectomy. 


the latter, one may work high in the anal 
canal through an anoscope. 
Anal contracture which follows hemor- 
thoidectomy usually assumes an_ inverted 
triangular configuration (Fig. 2). This is 
explained on the basis of removing three 
segments from a circle and allowing them to 
contract. A triangular defect with the base 
posteriorly results (Fig. 3). From a_theo- 
retical standpoint then, one is confronted 
with the problem of converting a triangle to 


FIG. 3 


Diagramatic sketches showing how removal of segments 
hemorrhoids) from a circular orifice produces triangular 
deformity of anal canal. 
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Diagramatic sketch Poin how the triangular de- 


— of anal canal is converted to a roughly oval-shaped 
orifice. 


an oval. This is accomplished by bisecting 
the base of the triangle, allowing the edges 
to retract, to produce a diamond-shaped con- 
figuration (Fig. 4). This configuration is 
maintained by regular dilation so the wound 
ultimately heals to produce a roughly oval- 


shaped orifice somewhat similar to the normal 
anus. 


Technic of Operation 


The perianal area should be prepared with 
a detergent and the antibacterial agent of 
choice in the ordinary manner. 

The posterior commissure of the anal canal 
is anesthetized by means of infiltration with 
1% lidocaine (Xylocaine) using a No. 25 
one-half inch length needle to make the skin 
wheal. The deeper infiltration is accomplished 
with a longer needle of the same calibre. The 
infiltration is fanned out around the posterior 
aspect of the anal outlet where the incision 
is to be made. If possible, a small Hill re- 
tractor is inserted into the anal canal. If 
contracture prevents this, it becomes neces- 
sary to make a preliminary posterior incision 
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in order to accommodate the retractor. With 
the retractor in place, the platinum loop is 
adjusted to a “white heat” and a quick in- 
cision is begun at the anorectal line and 
carried outward on the posterior anal verge 
(Fig. 5). The tissues separate widely under 
the electrode and there is no bleeding. With 
additional strokes of the electrode, the wound 
may be deepened and the subcutaneous por- 
tion of the external sphincter muscle incised. 
The outlet is then tested for calibre after 
removing the retractor. The skin edges of 
the wound are then treated with the cautery 
to delay healing and secure anesthesia (Fig. 6). 
An Oxycel gauze wick is inserted in the depth 
of the wound, a dry dressing superimposed 
and fixed in place with a Fuller surgical belt. 
The patient is given two tablets of ethohepta- 
zine and aspirin (Zactirin) before he leaves 
the office and others to take at three hour 
intervals at home should they be needed. 
This preparation relieves pain adequately 
and is without the well-known side effects of 
codeine. 


Postoperative Care 


The dressing is removed at home by the 


patient on the morning after the operation 
and the usual postoperative routine begun. 
This includes the use of a dry heat box, the 
so-called “Hot Seat” (Fig. 7) after each sitz- 
bath. This device consists of a wooden box 


FIG. 5 


Initial incision made with cautery tip. Notice absence of 
bleeding. 
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Appearance of surgical wound after the incision has been 
deepened and the skin edges of the wound treated with the 
cautery. 

36 inches square with an electric socket in 
its base. Its 50-100-150 watt globe is con- 
trolled by a switch on the front of the box. 
It is a well-known fact that dry wounds heal 
faster and more efficiently than macerated 
ones, accordingly, this apparatus is used to 
keep the wounds dry and accelerate the heal- 
ing rate. In addition, the patient greatly ap- 
preciates the warmth afforded by sitting on 
the box. 

The ability of a patient to accept an index 
finger is no longer considered to be a criterion 
for an adequate anal outlet. Normal consoli- 
dated stools are much larger in circumference 
and unless the patient’s anal canal can accom- 
modate them, chronic fissuring and pain will 
result. Accordingly, the Proctolator (Fig. 8), 
an instrument of | inch diameter is used to 
pass into the anus, beginning on the eighth 
postoperative day, and thus maintaining an 
outlet of adequate circumference. Patients are 
not discharged from the office until they are 
able to accept this instrument with ease. It is 
passed at each visit to the office and. the pa 
tient is taught to insert it at home. This is 
found to be a great convenience for those pa 
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Dry Heat Box used to treat postoperative anorectal surgical 
wounds. 


tients who reside elsewhere and find it diffi- 
cult to return for frequent postoperative 
visits. Even after the patient is discharged 
from treatment, he is cautioned to pass the 
instrument occasionally for a period of 6 
months. In this way remote anal contracture 
is avoided. The instrument consists of a plas- 
tic semipliable rod 1 inch in diameter and 5 
inches long. It contains a through and through 
continuous channel to prevent a vacuum and 
the distal end accommodates the distal half of 
the index finger for easy handling. It is re- 
sistant to heat sterilization and not affected 
by the usual chemical sterilizing solutions. 


Discussion 


Ordinarily thermal injury offers several 
disadvantages in wound healing. However, 
these are used to an advantage in this pro- 
cedure. 

(1) For several days after the operation, 
the wound extends beyond the confines of 
the incision because of heat necrosis, so the 
external drainage zone actually enlarges for 
several days rather than becoming adherent 
and needing to be pulled apart. 


(2) There is an increase in the “lag 
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period” of the wound healing keeping the 
wound open and allowing for an enlargement 
of the orifice. 

(3) There is a large defect which is closed 
by a large bar of scar tissue, resulting in an 
enlarged orifice. 

(4) Blood vessels and lymphatics are 
sealed by the heat reducing bleeding at the 
time of operation and swelling following the 
procedure. 


(5) The third degree burn _ produces 
anesthesia in the wound and therefore pain 
is negligible. 


Conclusions 


The technic described here has been used 
for correcting anal contracture in 472 patients. 
The ultimate results have been extremely 
satisfactory. The procedure may be carried 
out in the office or out-clinic with little 
surgical assistance. Since there little 


FIG. 8 


Proctolator. Instrument used to treat postoperative anorectal ' 
surgical wounds. ; 
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bleeding accompanying the operation, hemo- 
stasis is unnecessary. There is a minimal 
amount of postoperative pain, rarely re- 
quiring more than a simple analgesic orally. 
Wound healing is proper and void of con- 
tracture. The ability to pass an index finger 
into an anal orifice is no longer considered to 
be an accurate criterion for good function. 
The use of the Proctolator will insure for the 
patient an adequate functional anal outlet 
and for the proctologist a good functional 
result for his surgery. Dry wounds heal 
faster than macerated ones. Accordingly it 
has been determined that dry heat following 
each sitz-bath greatly accelerates the healing 
of anorectal surgical wounds. 


Summary 


1. Advantages of this procedure: 

(a) It may be carried out in the office. 

(b) No surgical assistance is necessary. 

(c) Since there is little bleeding, hemo- 
Stasis is unnecessary. 

(d) There is a minimal amount of 
postoperative pain. 

(e) Wound healing is efficient but 
contracture is negligible. 

Dry heat stimulates healing of anorectal 

surgical wounds. 


Ability to pass the index finger is no 
longer considered a criterion for an 
adequate anal outlet. 


The use of the Proctolator will reduce 
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the number of postoperative office visits 
and will obviate postoperative anal 
stenosis. 


Discussion (Abstract) 


Dr. W. Truett Melton, Houston, Tex. 1 want te 
compliment Dr. McGivney on this excellent presenta. 
tion of this fine material; and also on the excellent 
photography. I understand that he did about 90% of 
the photography himself. The cautery he mentions is 
one that certainly does have its place in proctologic 
work. 

I have been associated with Dr. Hayes and Dr. Burr 
for 5 years and this cautery was present in every 
treatment room in the office at the time I came. We 
use it quite a bit, not only in the office but also in the 
operating room at the time of operation. It works 
nicely for the destruction of enlarged anal papillae, 
fistulotomy, proctotomy, anal contracture, and we 
would not think of operating on a submucosal fistula 
without using this instrument. From a practical stand- 
point, the instrument works much nicer when the tis- 
sue is stretched. In this way there is more cut and less 
burn. We believe there are some advantages in using 
the cautery. There is less bleeding, the vessels and 
the lymphatics are sealed off; there is an increase in 
the time lag in the healing of the wound, which we 
feel discourages “side to side” healing. Occasionally 
the last little band of tissue one wishes to divide turns 
out to be an artery, and then of course it must be 
handled as one would with a cold knife. Insofar as 
prolonged anesthesia is concerned, I cannot be sure 
whether this is due to the thermal injury to the tissue, 
or whether it possibly might be due to the fact that 
good drainage has been established. We all know that 
in any anorectal wound that is well drained there is 
very little pain. I have had no experience with the 
Proctolator, but if Dr. McGivney has used it on 472 
cases, I am sure it is an excellent instrument. 
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THE DEVELOPMENT of “true pancreatic dia- 
betes” secondary to primary carcinoma of the 
pancreas is considered rare. Yet as early as 
1854, Marston! reported such a case, and in 
1898 Guillou? wrote his doctoral thesis on 
the subject. From a review of the literature, 
nine authors,**! reporting on 762 patients 
with primary carcinoma of the pancreas, 
found 12% of the total had diabetes dis- 
covered after the onset of symptoms referable 
to pancreatic neoplasm. 


From these studies, it is apparent that 
diabetes mellitus occurring secondary to pri- 
mary carcinoma of the pancreas is more com- 
mon than generally appreciated. The follow- 
ing case is an example of such an occurrence. 


Report of Case 


A 79 year old white woman was admitted to the 
Community Memorial Hospital with the complaint 
of abdominal pain, vomiting, weight loss and excessive 
thirst. She was essentially well until 6 months before 
admission when she developed vague generalized ab- 
dominal pain, intermittent constipation and recurrent 
episodes of nausea. A month following the onset of 
these symptoms she was hospitalized elsewhere. 

Physical examination at that time was noninforma- 
tive. All x-ray studies including a barium enema and 
upper gastrointestinal series were negative. The urine 
was negative for sugar on several occasions. A single 
fasting blood sugar was found to be 140 mg. per 100 cc. 

No diagnosis was made. Following her discharge 
from the hospital her symptoms continued to increase 
in frequency and intensity. 

Four months following the onset of symptoms she 
was again hospitalized elsewhere. Numerous urine 
tests were negative with the exception of a single 
specimen which showed a trace of sugar. Two fasting 
blood sugars were 103 and 118 mg. per 100 cc. A 


tFrom the Department of Medicine, Community Memorial 
Hospital, South Hill, Va. 


Diabetes Mellitus Secondary to 
Primary Carcinoma of the 
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one hour post-prandial blood sugar was 189 mg. The 
serum amylase was 70 units. An upper and lower 
gastrointestinal x-ray series were normal. Physical 
examination was not remarkable. The patient was 
discharged without a definitive diagnosis. 

However, symptoms of diffuse abdominal pain as- 
sociated with nausea became more frequent and in- 
tense. Progressive weight loss was noted. One week 
prior to her admission to the Community Memorial 
Hospital she developed persistent vomiting, with 
constant mid-abdominal pain. She also noted persistent 
thirst. Despite progression of her symptoms over the 
last month she maintained a vigorous appetite. Weight 
loss was estimated at 30 pounds from the onset of 
symptoms. 

Her past medical history was uninformative. The 
family history was negative for diabetes. 

Physical examination on admission to the Com- 
munity Memorial Hospital revealed a small thin 
elderly white woman in considerable distress from 
abdominal pain. Her skin was dry and wrinkled 
showing marked evidence of weight loss and dehy- 
dration. The liver was smooth and ‘palpable one and 
a half fingers below the right costal margin. The 
abdomen was slightly distended. The spleen and 
kidneys were not palpable. Pelvic examination revealed 
a sealed virginal introitus making bimanual exami- 
nation impossible. Rectal examination revealed a 
small smooth mass anteriorly which was thought to 
be uterus. The conjunctiva was clear and there was 
no evidence of jaundice. The heart and lungs were 
not remarkable. 


Laboratory studies showed a RBC of 3,050,000 cells 
per cu. mm. and a Hgb. of 9.2 Gm. There were 9,800 
white cells per cu. mm. with a normal differential 
count. The urine tested 4 plus for sugar and was 
strongly positive for acetone. The blood sugar was 
233 mg. per 100 cc. and the CO, was 45 volume per 
cent. A subsequent fasting blood sugar after therapy 
was 170 mg. per 100 cc. Serum bilirubin was 0.45 
mg. with a direct value of 0.25 mg. The prothrombin 
time was 44 per cent. 


A plain x-ray film of the abdomen showed the 
stomach to be markedly dilated. Aspiration ‘by gastric 
tube revealed 1,500 cc. of grayish liquid. An x-ray 
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examination the following day revealed only thicken- 
ing of the gastric folds with moderate enlargement 
of the stomach. There was no evidence of obstruction 
or extrinsic pressure at this time. 


Initially she did well on a qualitative diabetic liquid 
diet. She received insulin as needed throughout the 
day. The urine studies revealed intermittent sugar, 
ranging from | plus to 4 plus. On the 8th day follow- 
ing admission she again became obstructed. All oral 
feedings were discontinued and intermittent gastric 
suction was used. The conjunctiva at this time de- 
veloped a very slight yellowish tint. The total serum 
bilirubin was found to be 1.5 mg. with a direct value 
of 1.35 mg. and an indirect of 0.15 mg. 


An exploratory laparotomy was done. This revealed 
the head of the pancreas to be the size of an apple, 
hard, irregular and fixed. Numerous hard circum- 
scribed nodules were seeded throughout the abdomi- 
nal cavity and the liver. No corrective surgery was 
attempted. Following operation she continued to show 
daily and intermittently sugar in the urine, which 
was controlled by small doses of regular insulin. On 
the 4th postoperative day she died suddenly. 

Necropsy revealed the following significant findings: 
There was a hard irregular mass located in the head 
of the pancreas measuring 6 cm. in diameter. The 
duodenum was embedded in the mass posteriorly and 
was slightly compressed anteriorly by the right lobe 
of the liver. The pancreas was small (48 Gm.) and 
showed marked evidence of atrophy. The pancreatic 
duct was dilated. The gallbladder was not remark- 
able and there was only a slight dilation of the com- 
mon duct. The cystic and perihepatic nodes were 
enlarged and infiltrated with tumor. There were wide- 
spread metastatic lesions seeded throughout the ab- 
dominal cavity. The small and large intestines were 
normal. The duodenum showed no evidence of ul- 
ceration. 


Histologic examination of the pancreatic neoplasm 


Photomicrograph of pancreas showing ductal cell carcinoma 
Grade III, with destruction and fibrosis of the pancreatic 
parenchyma. 
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Photomicrograph of pancreas distal to the tumor showing 
extensive replacement of the parenchyma by fibrous tissue, 
and dilation of the duct. 


revealed a Grade III adenocaocinoma apparently of 
ductal origin (Fig. 1). There was almost complete 
displacement of acinar tissue by fibrosis distal to the 
tumor mass and dilation of the duct system (Fig. 2). 
The islets of Langerhans appeared normal but there 
was an apparent decrease in number. There was no 
evidence of fibrosis or hyalinization of the islets. 


Comment 


The exact “cause and effect” relationship 
of carcinoma of the head of the pancreas and 
the subsequent development of diabetes is 
not known. It is apparent from the gross and 
microscopic appearance of the pancreas in 
this case that marked duct obstruction, ex- 
tensive fibrosis and an apparent decrease in 
islands are prominent features. 

Some authors believe that the occurrence 
of diabetes mellitus during the period of 
neoplastic involvement of the pancreas is 
purely coincidental. Kiefert says that since 
the incidence of diabetes mellitus is greatest 
in the fifth and sixth decade, it is not sur- 
prising that diabetes might occur in a group 
of patients representing the age group in 
which carcinoma of the pancreas is found. 
Rives, Romano and Sandifer* have stated 
that they do not believe carcinoma of the 
pancreas causes diabetes with any frequency. 

However, Grauer® says that diabetes mel- 
litus may occur secondarily to carcinoma of 
the head of the pancreas, and that the effect 
of the neoplasm in the head is not due to 
any type or grade of tumor, but to pancreatic 
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duct obstruction with a subsequent collapse sive parenchymal and islet destruction re- 


and fibrous tissue replacement of the pa- sulted from obstruction of the duct of Wir- : 
renchyma. sung and led to the development of diabetes 
Barron® discussing the development of dia- __ mellitus. 


betes mellitus in a patient with ductal ob- 
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Ocular Foreign Bodies: 


RONALD B. HARRIS, M.D.,t Roanoke, Va. 


This paper gives consideration to the diagnosis and treatment of both extraocular and 
intraocular foreign bodies. The latter are considered especially in detail. 


BROADLY SPEAKING, Ocular foreign bodies can 
be divided into two groups, extraocular and 
intraocular. In everyday practice the extra- 
ocular foreign bodies far outnumber the in- 
traocular ones. These may be under the eye- 
lids, within the lid, on the cornea, the bulbar 
conjunctiva, or lie deeper within the orbit 
and outside the eye itself. They may include 
almost any substance known to man, such as 
cement, fish scales, pieces of wood, cinders, 
etc. At times these extraocular foreign bodies 
may be minute in size, and very difficult to 
find, but because of the complications they 
may cause must be looked for very carefully. 


Extraocular Foreign Bodies 


Conjunctiva. Foreign bodies loose under 
the conjunctiva or lid or in the cul-de-sac may 
be removed with a cotton applicator. It is 
common practice also to use a moist cotton 
applicator to remove foreign bodies from the 
cornea. It has been our experience that this 
actually causes more corneal abrasion or de- 
nudation of the surface epithelium than does 
a sharp pointed spud. Once the foreign body 
is removed from the conjunctiva or lid, a 
small amount of antibiotic ointment should 
be instilled and the eye be covered with a 
patch until the topical anesthetic has worn 
off. 


Cornea. Foreign bodies of the cornea pre- 
sent a more difficult problem at times. They 
are usually associated with far more pain and 
discomfort to the patient than those located 
in the cul-de-sac or in the conjunctiva, and 
are also associated with more severe circum- 
corneal reaction. These corneal foreign bodies 
usually result from an industrial accident, 
such as a piece of hot metal, emery or sand 
flying into the patient’s eye with some force. 
Occasionally a sharp-edged cinder or foreign 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 


+From the Department of Ophthalmology, Gill Memorial 
Eye, Ear, Nose and Throat Hospital, Roanoke, Va. 


body may become lodged on or in the cornea 
due simply to the movement of the lids over 
the foreign body. When these patients are 
first seen their eyes should be well anesthe- 
tized, the choice of anesthetic agent varies. 
Cocaine, 4°%, gives good deep corneal anes. 
thesia, though it has the drawback of being 
an epithelial toxin. Pontocaine is satisfactory 
as well as some of the newer topical anes. 
thetics. Once the cornea has been well anes- 
thetized the foreign body should be removed. 
There are many instruments and variations of 
instruments on the market, from blunt spuds 
to sharp diamond-shaped instruments. In our 
hands we have found that a sharp pointed 
Von-Graefe knife will remove most foreign 
bodies with very little disturbance of the sur- 
rounding epithelium or stroma, whereas some 
of the duller spuds tend to leave a large area 
of abrasion. 

Very often, if these foreign bodies have 
been hot or have been present for sometime, 
there is a so called “rust ring” surrounding 
them. Frequently this is not a true “rust ring” 
but rather an oxidization of the surrounding 
epithelial stroma due to the hot foreign body 
when it entered the cornea. This can be re- 
moved by gently scraping with a Von-Graefe 
knife; occasionally the application of 2% sil- 
ver nitrate to the area will make the stroma 
swell up and the “rust ring” can be removed 
with more facility the next day. In most cases 
the “rust ring” or white coagulated tissue may 
be left in the cornea with little risk of future 
complications. The bed in which the foreign 
body was lying should be inspected carefully 
either with the slit lamp or the loupe to make 
sure no foreign matter still remains. 

If the foreign body has only been present 
for a few hours, but has been imbedded in 
the cornea, the patient’s pupil should be di- 
lated with homatropine and a suitable anti 
biotic ointment should be prescribed. The eye 
should be covered by a patch until the effect 
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of the local anesthetic wears off. If the foreign 
body has been present for many hours or even 
days, with marked ciliary injection and per- 
haps an associated iritis, the foreign body 
should be removed and the pupil well dilated 
with stronger cycloplegics. It is our custom in 
these difficult cases to use a round of drops 
comprised of a sequence of cocaine, 4%, hyo- 
scine, 1%, atropine, 1%, and phenylephrine 
HCl (Neo-Synephrine), 1 per cent. This is 
sometimes followed with phenylephrine HCl 
10% if the pupil does not readily dilate. All 
such patients should be given an antibiotic 
ointment and be told to return for further 
observation. If the ulcer left by a foreign body 
does not heal rapidly, cauterization may be 
necessary. Most of these lesions will respond 
rapidly to treatment and without residual 
damage. One of the most important things in 
the management of these cases is to check the 
vision in both eyes when the patient is first 
seen, so some record is available for medico- 
legal purposes. It is often surprising what 
visual loss a patient will blame on an injury 
from a small foreign body. 


Intraocular Foreign Bodies 


Magnetic Body. The next largest group is 
the intraocular magnetic foreign body. Intra- 
ocular foreign bodies are serious, of course, 
but happily most of them are of magnetic 
nature. However, with the advent of new al- 
loys and the common use of nonmagnetic ma- 
terials in industry, the nonmagnetic type of 
foreign bodies is being seen more frequently. 

A careful history will often tell the operator 
what type of metal is in the foreign body. 
Commonly a history is found of the use of 
some type of hammer or chisel with a frag- 
ment of the tool breaking off and flying into 
the eye. Many of these patients have little 
pain and often have very little visual disturb- 
ance. A small wound in the sclera or the 
cornea, or a small tear in the iris may be vis- 
ible. Of course, if the foreign body enters and 
strikes the lens a traumatic cataract may be 
present. There are many methods of localizing 
foreign bodies by the use of the x-ray and all 
of these have their advantages and disadvan- 
tages. We have routinely used the Sweets 
method of localization which has worked out 
very accurately in our hands and has pro- 
duced very satisfactory results. 


Another excellent method of localization is 
the method of Comberg. The original technic 
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has been modified somewhat. Now a plastic 
or glass contact lens with four lead reference 
dots at the limbus is used. This is anchored 
in place either by sutures through the sclera 
or by means of a handle. Vogts skeleton-free 
method may also be of some use. Various 
other methods of localization have been used 
but it is not within the scope of this paper to 
present them. 

Another instrument that is often of consid- 
erable help is the Berman Locator. This is 
useful in determining the magnetic qualities 
of the foreign body and in localizing its exact 
position. It has its limitations, however, and 
should be used only as an adjunct to x-ray 
localization. 

In borderline cases where it is difficult to 
determine whether the foreign body is in or 
outside the eye, the retrobulbar injection of 4 
to 6 cc. of air in the region of the foreign 
body will balloon the tissues, and if the object 
is outside the eye will alter its position 
markedly. 

When these patients are first seen they 
should be given massive doses of antibiotics, 
antitetanus serum, the pupil should be kept 
widely dilated, and the patient be completely 
at rest. Careful funduscopy should be done 
since the foreign body often can be seen and 
localized with the ophthalmoscope. 

All magnetic foreign bodies are removed 
with some type of magnet. The magnet of 
choice, in our hands, has been the hand mag- 
net or smaller portable magnet, but often the 
giant magnet is of great help. Both should be 
available to the operator. The size of these 
foreign bodies is limited. They rarely exceed 
3 mm. in diameter, although the size depends 
on the density of the substance. Anything 
larger than this usually has insufficient mo- 
mentum to penetrate the cornea or the 
sclera, and so we are dealing with a very small 
fragment of metal. The ease with which the 
foreign body can be removed with the magnet 
depends upon the magnetic quality and the 
size of the foreign body, and the type and 
power of the magnet to be used. Another vari- 
able is the distance of the foreign body from 
the magnet. The closer the magnet is to the 
foreign body the more attraction will be 
present. 


The textbooks give standard technics for 
the removal of intraocular foreign bodies by 
the anterior, posterior, or trans-scleral route. 


In general, the smaller the particle the greater 
the indication for the anterior route. The 
larger particles should usually be removed by 
the posterior trans-scleral route. I think the 
most important thing here should not be the 
size of the foreign body, but its location and 
possible damage to the lens. Of course, in the 
presence of a damaged lens the anterior route 
is indicated not only for small particles but 
in some instances for the larger fragments. If 
the foreign body is incarcerated in the ciliary 
body, it should not be removed by the anter- 
ior route. In the past, the danger of using the 
posterior route for removal of intraocular for- 
eign bodies has been stressed; this has been 
greatly overemphasized. Generally speaking, 
if a small incision is made in the pars plana, 
approximately 6 to 8 mm. behind the limbus, 
and there has been an adequate use of dia- 
thermy around the original incision there is 
very little danger of postoperative detachment 
or hemorrhage. For the occasional operator, 
there is much more danger in using the an- 
terior route in producing some trauma to the 
lens than in using routinely the posterior 
route. If a particle is lodged posterior to the 
equator or in the posterior part of the vitre- 
ous, the posterior route is the route of choice. 
A small incision approximately 2 to 3 mm. 
in length is made, vertical to the limbus, 
approximately 6 to 8 mm. behind it in the 
quadrant nearest the foreign body. Two dou- 
ble armed 60 chromic preplaced mattress su- 
tures are inserted at the site of the incision 
ready to be tied to close the incision. Non- 
penetrating diathermy is applied around the 
site of the incision. The incision itself is made 
with a diathermy needle between the mattress 
sutures. This method has the advantages of 
hemostasis and coagulation and prevents fu- 
ture separation. The magnet is placed at the 
incision, the current turned on and the intra- 
ocular foreign body is usually removed with 
little difficulty. Magnetic tips designed to en- 
ter the eye are unsatisfactory and fraught with 
danger. They are usually sharply pointed and 
consequently their magnetic field force is 
greatly reduced. The blunt tip is the one of 
choice. The incision is then closed and fur- 
ther diathermy is applied if necessary. 

If the foreign body is imbedded in the 
retina so it would appear that its removal 
with the magnet from some distance would 
cause more damage, the fragment should be 
localized exactly, an incision made over the 
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point of lodgment and the foreign body be 
brought through the sclera so that it does not 
further traumatize the retina. A barrage of 
nonpenetrating diathermy should be placed 
down around this area. 


The complications of intraocular foreign 
bodies are of course well-known,—retinal de. 
tachment, vitreous hemorrhage, infection or 
abscess, and sympathetic ophthalmia. If these 
cases are handled quickly and carefully the 
complications may be kept to a minimum, 
Once the foreign body has been removed the 
patient should be placed at bedrest for several 
days and then may be active as usual, avoid. 
ing any straining or lifting. It is important to 
have x-ray studies after the foreign body has 
been removed to make sure that there was not 
more than one and also to supply proof that 
it was actually removed. Large doses of anti- 
biotics are necessary postoperatively. ACTH 
and the steroids have been beneficial in keep. 
ing down postoperative reaction. 


Case Report 


Mr. E. K., a 40 year old white man, was fixing an 
ax handle and, while hammering it into place, a piece 
of steel broke off and flew into his left eye. The pa- 
tient had very little pain other than an initial stinging 
sensation and consulted his family doctor who referred 
him to us. 


Very little was seen on external examination except 
a small laceration of the conjunctiva just medial to the 
limbus of the left eye. 


On external examination the vision in the right eye 
was 20/25 and in the left eye was 20/40, uncorrected. 
When the pupil was dilated, a small retinal hemor- 
thage and a glistening foreign body could be seen 
approximately 2 to 3 disc diameters medially to the 
optic nerve and just above the horizontal plane. X-ray 
examination revealed a radiopaque foreign body in 
the left eye. As determined by the Sweets localization, 
the foreign body was approximately 2 by | by 1.5 mm. 
in size. It was 3 mm. above the horizontal plane of the 
cornea, approximately 9 mm. to the nasal side of the 
vertical plane of the cornea, and was approximately 
21 mm. back of the center of the cornea. This localiza- 
tion placed it near the surface of the retina. 


The patient was taken to surgery and a small ind- 
sion made approximately 6 to 8 mm. behind the lim- 
bus and just above the insertion of the medial rectus. 
Diathermy was used around the incision and double 
armed mattress sutures were inserted. The incision was 
made, the hand magnet was applied and the foreign 
body was removed. 

The patient’s postoperative course was uneventful 
and at the present time the patient has no signs of 
detachment and the vision uncorrected is 20/30 in the 
left eye. 


Comment. This case illustrates the history 
of hammering with a metallic instrument, and 
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also the few symptoms the patient may have 

following such an accident. The choice of the 
terior route for removal was based on the 

posterior location of the foreign body. 

Nonmagnetic body. The next broad group 
of cases is the intraocular nonmagnetic for- 
eign body. These foreign bodies present a very 
serious and difficult situation. Here again an 
accurate history should be taken to determine 
what the patient was doing, what type of ma- 
terial he was working with, or whether he was 
involved in an explosion of firearms or dyna- 
mite cap. An inspection of some of the tools 
used may be in order. Common nonmagnetic 
substances which enter the eye are stone, cop- 

r, lead, wood splinters, thorns, and glass 
(which is usually the result of an explosion). 
The patient must be treated immediately by 
massive doses of antibiotics along with anti- 
tetanus serum. Then the examination should 
be continued to localize the foreign body and, 
if possible, determine its nature. 

Visual acuity should be determined and re- 
corded and a careful funduscopy be done to 
learn, if possible, the location of the foreign 
body in this manner. Any damage that has 
been done to the iris, lens, or retina should 
be recorded and carefully drawn, if possible, 
for future reference. Siderosis and chalcosis 
may be present after retention for weeks or 
longer of an intraocular splinter of iron or 
copper, respectively. Occasionally these bodies 
will lodge in the anterior chamber and goni- 
oscopy is necessary to locate them, because 
they may fall to the inferior angle. Perimetry 
may reveal retinal damage. After general sur- 
vey of this nature has been carried out careful 
roentgenographic examination should be 
done. This may have to be carried out very 
meticulously as these nonmagnetic foreign 
bodies often are poorly radiopaque. As we 
mentioned before, a method of localization 
should be done. Once again the Berman Lo- 
cator may be of some help. Once the nature 
of the foreign body is found and its location 


determined, plans should be made for its 
removal. 


If the substance is inert, such as glass or 
certain plastics, and there seems to be little 
reaction and no infection present, it may be 
better advised to leave the foreign body as it 
i. However, such substances as copper and 
certain of the aluminum alloys should be re- 
moved at once. If the foreign body is in the 
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anterior chamber or projects through the cor- 
nea, a limbal incision approximately 6 to 8 
mm. long is required for its removal. When it 
is located at the limbus it may be possible to 
irrigate the chamber with saline or air to re- 
move the foreign body. The incision should 
be closed with corneal scleral sutures. Particles 
buried in the iris may be removed by teasing 
the particle free with forceps, or by excising 
the iris which contains the foreign body. 
Occasionally gonioscopy is essential for actual 
visualization of foreign bodies in the anterior 
chamber. If the foreign body is recessed in the 
chamber angle, it is often difficult to remove 
with a limbal incision and one may have to 
go further back and make a scleral incision. 
Thorpe? recommends a flap-door incision in 
the sclera 2 or 3 mm. posterior to the limbus 
at the site of the foreign body. The anterior 
chamber is then entered at the angle and the 
particle removed with forceps. The scleral 
flap is then closed with a 6-0 suture. Foreign 
bodies in the crystalline lens may be left un- 
disturbed until the lens becomes entirely 
cloudy. It is best to let the patient have useful 
vision as long as possible. If surgery can be 
deferred until useful vision is destroyed, a 
cataract extraction then should be attempted 
taking the foreign body along with the lens. 

Foreign bodies in the vitreous chamber 
present a more difficult task of removal. 
There are several basic methods of removal. 
If the lens has been undamaged and a clear 
vitreous is present, the foreign body is local- 
ized by the x-ray and the point nearest the 
foreign body is mapped on the surface of the 
sclera. Diathermy is applied and the incision 
made. Thorpe!.? recommends the use of a flap 
incision approximately 2 by 3 mm. Occasion- 
ally a plain incision 3 to 4 mm. in length can 
be used. If the operator is lucky enough, the 
foreign body is there waiting to be removed, 
but usually with the ophthalmoscope and the 
tubular forceps of Thorpe the foreign body 
may be localized and removed by direct visu- 
alization through the lens. Operators must be 
very careful that no vitreous is expressed and 
very little pressure is exerted. It is often ad- 
vantageous to have the assistants hold up on 
preplaced mattress sutures in each side of the 
incision so the lips of the incision are elevated 
and everted and there is less chance for the 
vitreous to escape. Once the foreign body is 
removed the sclera is closed rapidly. 


Another method used is the method of 
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transposition of ophthalmoscopic observations 
onto the sclera. This follows very much the 
plan of attack in surgery for retinal separa- 
tion, where the retina near the foreign body is 
outlined with the perimeter and the ophthal- 
moscope. Then penetrating diathermy is ap- 
plied to the sclera in this region and observed 
with the ophthalmoscope to see if it is near 
the foreign body. When the foreign body is 
localized in this way a scleral flap is made in 
this region and it is removed. 

Another method is the method of trans- 
illumination. This is a method used when the 
cornea or lens is opaque and direct ophthal- 
moscopy cannot be used. It is said that with a 
strong enough transilluminator the shadow of 
the foreign body is cast on the wall of the 
sclera and it can be localized in this manner. 
Another use of transillumination is to make a 
flap as near to the foreign body as possible 
and then, by throwing strong transillumina- 
tion through the cornea and lens, the foreign 
body can be seen in the vitreous and by direct 
visualization be removed with suitable for- 
ceps. Very often a small pair of jeweler’s for- 
ceps, with the width of the arms ground 
down, can be used with great advantage in 
the removal of the objects. 

Another method is with the use of the 
ophthalmic endoscope which was developed 
by Thorpe. This instrument requires a large 
incision approximately 8 mm. wide and flap- 
door in type. With such a large incision there 
is danger in losing vitreous and complications 
are more numerous. The vitreous must be 
clear before the endoscope can be used. For 
further information in the use of this instru- 
ment some of Thorpe’s articles should be 
read. As with pulmonary foreign bodies, bi- 
plane fluroscopy has been used in some of 
these cases; however, its practical application 
to the eye is limited and its use has not be- 
come popular in this country. 


Case Report: 


George R., a 9 year old boy, was first seen at this 
hospital following an explosion of some bullets in a 
bonfire. 


On the time of admission the patient had a pro- 
lapsed iris, lacerated cornea and a traumatic cataract. 
X-ray examination revealed that the patient had a 
radiopaque foreign body in his left eye. He was treat- 
ed with antibiotics and antitetanus serum. This par- 
ticle was approximately 3 by 2 by 1 mm. in size. 
Sweets localization revealed that the particle was in 
the vitreous, and subsequent localizations showed 
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great differences in its location so it was believed the 
fragment was floating. Because of the traumatic cata- 
ract the foreign body could be seen only as a blurred 
metallic object. Vision in the right eye was 20/20 and 
vision in the left eye was 20/80. 

The patient was taken to surgery and under general 
anesthesia the Berman Locator was applied. This re. 
vealed that the particle had no magnetic qualities, 
The magnet was applied on the sclera approximately 
10 mm. behind the limbus but no alternation was 
noted in the position of the particle. The laceration 
of the cornea and prolapse of the iris were repaired, 
A conjunctival incision was made in the lower nasal 
quadrant, with the head tipped back and slightly to 
the patient's left, placing the incision uppermost, 
Diathermy was applied to an area 6 to 10 mm. from 
the limbus, and 2 double armed mattress sutures were 
inserted. A 4 mm. incision was made vertical to the 
limbus. With the tubular forceps and direct ophthal- 
moscopy an attempt was made to grasp the foreign 
body. This was unsuccessful because of the distortion 
produced by the lens. Next the lips of the incision 
were pulled apart and elevated by holding onto the 
preplaced sutures. A strong transilluminating light 
was directed through the cornea. The foreign body 
was visualized directly and removed with forceps with 
only the loss of a few beads of vitreous. The incision 
was closed rapidly. 


The patient’s postoperative course was uneventful 
and at the present time (6 months) his vision is 
20/100. The traumatic cataract has shown progression. 
The foreign body was a particle of lead. 

If the eye is completely devastated or col- 
lapsed by the foreign body and no light per- 
ception is present, enucleation is indicated. If 
endophthalmitis or sympathetic ophthalmia 
are present, enucleation is advised, of course. 
Happily with the advent of antibiotics and 
the steroids these complications are met less 
frequently. 

The removal of intraocular foreign bodies 
represents a challenge to the ophthalmic sur- 
geon, but if handled judiciously is very re- 
warding. 

References 


1. Thorpe, H. E.: Nonmagnetic Intra-ocular Foreign Bodies, 
J.A.M.A. 127:197, 1945. 

2. Thorpe, E.: The Management of Non-magnetic 
Intra-ocular Foreign Body Surgery, Surg. Gynec. & Obst. 
84:809, 1947. 


Discussion (Abstract) 


Dr. D. H. Anthony, Memphis, Tenn. I want to say 
how much I enjoyed Dr. Harris’ excellent paper. It is 
a subject that is impossible to overstress for the proper 
management, and the preoperative diagnosis will mean 
success or the funeral of the eye. 

I cannot find a single thing in this paper to disa- 
gree on, but lack of time and space have prevented 
Dr. Harris from stressing two things I think are most 
pertinent. 

Of the 60 or more methods of localizing intraocular 
foreign bodies, the two methods that are universally 
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used with the most satisfaction are the Sweet method 
and the Comberg contact glass, using the technic 
worked out by Dr. Raymond Pfeiffer. Both methods 
are excellent and of equal accuracy. However, I can 
say with all assurance that success with the Sweet 
method is impossible in the hands of someone who is 
not using it constantly. The Pfeiffer method is equally 
accurate, but its efficiency is not nearly as impaired 
by those who may use it only occasionally, and has an 
additional advantage of not requiring any special 
equipment other than the leaded contact lens. The 
danger of staphylococcus and B. pyocyaneus during 
examination has caused us to revise the leaded Com- 
berg lens and substitute gold so it can be kept in 2% 
solution of silver nitrate. Silver nitrate will destroy the 
lead markers. 

I would like to discuss siderosis which is the dis- 
semination of oxidized iron throughout the ocular 
tissues. The rate of oxidation varies considerably from 
one individual to another and the size of the particle 
seems to make little difference as to the rapidity of 
the process. However, the location does make consid- 
erable difference in that a foreign body within the 
lens allows slower dissemination of oxidized material 
than if the foreign body is on the retina or ciliary 
body, where the circulation carries a more toxic cell 
dose and more rapidly, and the possibility of perma- 
nent degeneration is greater, which often causes retinal 
detachment or secondary glaucoma. In my experience, 
changes have been noted within one month, and I 
believe average figures for the cases we see vary be- 
tween 9 to 15 months, which gives an idea of the time 
element. Davidson has reported cases in which sider- 
osis appeared as long as 30 years after injury; we are 
all aware that in an occasional case the foreign body 
became walled off and never shows the siderosis 
phenomenon. 

Dr. Harris has mentioned Vogt’s bone-free method 
only briefly and I must stress its importance. 

In our hands, the bone-free method has been of in- 
calculable value and is a routine procedure; we have 
gone a step further than making an “eyes front” pic- 
ture. We use five dental films, each numbered with a 
graphite pencil, and grasped with a large needle 
holder. The first is made “eyes front;” the second, 
“eyes right;” third, “eyes left;” fourth, “eyes up;” fifth, 
“eyes down.” As far as we know, we are the first ones 
to advocate these five rotated roentgenograms. It is 


OCULAR FOREIGN BODIES—Harris 1219 


absolutely necessary to have good anesthesia and to 
shove the corner of the film into the inner canthus as 
far as possible, if the eyeball is not ruptured. In this 
manner a foreign body may appear on one or two of 
the films and quite often on none of the remainder, 
the reason being that the rotation of the eyeball may 
be just enough to throw the foreign body onto the 
film, whereas, if only an “eyes front” picture is made, 
it would frequently be missed. 


This method will show up very small foreign bodies 
in the anterior third of the eyeball which cannot pos- 
sibly be demonstrated by any other method, for most 
of these tiny foreign bodies are in the anterior third 
of the eyeball. By identifying the position of gaze by 
the number on the dental film, one can easily figure 
out approximately where the foreign body may be and 
we have proved this on numerous occasions. 


The bone-free method is so sensitive that I can show 
several instances in which we have demonstrated for- 
eign material in a completely cataractous lens and 
after the lens was removed, the foreign material had 
completely disintegrated and was merely a mass of 
oxidized iron. 

This discussion is based on the experience of Dr. 
Daniel F. Fisher and me for the last 15 years. We have 
our own x-ray laboratory and we personally direct all 
our radiologic examinations. We have more than a 
dozen cases of siderosis bulbi due to tiny foreign 
bodies not demonstrable except by the bone-free tech- 
nic, and in only one case have we seen siderosis in 
which we could not demonstrate a foreign particle 
and that patient has not come to operation as yet. 


We believe that five bone-free views, as described, 
are absolutely necessary in all suspected cases of intra- 
ocular foreign bodies, in addition to the routine ex- 
amination. 


We want to take this opportunity to state why we 
have seen this many cases of siderosis bulbi. Our col- 
leagues who specialize in ophthalmology, the late Dr. 
E. C. Ellett, and Drs. R. O. Rychener, R. A. Miller, R. 
H. Myers, W. F. Murrah, Jr., P. M. Lewis and J. W. 
McKinney, have sent us some of these puzzling cases 
for roentgenologic diagnosis. 

In searching the literature, we have found that Duke 
Elder’s book, “Ophthalmology—Injuries” (6th edition, 
1954), and Stallard’s “Eye Surgery” (3rd edition, 1958), 
are the only sources of adequate discussion on the sub- 
ject of siderosis. 


9 
le 
a- 
id 

al 
e- 
es, 
ly 
as 
on 
ad. 
sal 
to 
st. 
om 
ere 
the 
en 
ion 
ion a 
the 
ght 
ody A 
vith 
sion 
1 is 
sion. 
col- 
per- 
If 
mia 
irse. 
and 
less 
dies 
sur- 
sodies, 
gnetic 
Obst. 
to say 

ocular 


Approved Small Tumor Clinic and 
Related G. P. Residency: A Ten Year Analysis* 


W. B. HARRELL, M.D.,t Texarkana, Ark. 


Here is a demonstration of what enthusiasm and dedication to the basic ethics of medicine 
can do for a community. It should set an example for others. 


Tue Bowre-Mitter Counties MepicaL So- 
ciety Tumor Cuinic was organized in 1947 at 
Texarkana, Arkansas-Texas, to study, diag- 
nose and treat indigent cancer patients re- 
ferred by physicians from a 100 mile area 
(Fig. 1). Local chapters of the American Can- 
cer Society were active in Bowie County, 
Texas, and Miller County, Arkansas, at this 
time. These organizations petitioned their re- 
spective state organizations for funds to op- 
erate the clinic. 

During the first 5 years of cipal the 
Clinic was housed in the Bowie County 
Health Unit building. Later it became neces- 
sary to move the Clinic to the St. Michael's 
Hospital because the American College of 
Surgeons had ruled that all tumor clinics 
should operate in conjunction with a hospital 
accredited by the Joint Commission on Hos- 
pital Accreditation to retain their approval 
for treatment and diagnosis of cancer. St. 
Michael’s Hospital was interested in an ap- 
proved residency program in general practice 
and the Tumor Clinic was essential to the 
general practice residency program. 

The State of Texas had no funds available 
for treatment of indigent cancer patients 
locally, but the State of Arkansas, through the 
Arkansas Cancer Commission, provided funds 
for local hospitalization. It soon became ap- 
parent that the majority of the patients treat- 
ed would be Arkansas residents. 

It also became evident that just one-half of 
the active members of the medical society 
would be active in the Tumor Clinic. Al- 
though the majority were general practition- 
ers, there was a sufficient number of special- 


*Read before the Section on General Practice, Southern 
Medical Association, Fifty-Second Annual Meeting, New 
Orleans, La., November 3-6, 1958. 

+From the Bowie-Miller Counties Medical Society Timor 
Clinic, St. Michael’s Hospital, Texarkana, Ark. 


ists to obtain approval of the Clinic from the 
American College of Surgeons. 


Personnel and Operation of Clinic 


During the first few years of operation the 
Clinic employed a full-time, registered nurse 
with public health training, along with a full- 
time secretary who handled the clerical work. 
Later the secretary was able to handle the 
operation of the Clinic, with the assistance of 
one of the hospital nurses during the clinic 
hours. The local chapter of the American 
Cancer Society has from time to time fur- 
nished volunteer workers, and during the 
first 2 years of operation, furnished a full-time 
trained worker to operate an information cen- 
ter in conjunction with the Clinic. Since the 
residency program in general practice was in- 
augurated at St. Michael’s in 1955, the Clinic 
has had the services of the two resident physi- 
cians who are required to be present at the 
weekly conferences and study the patients. 
The attendance of the staff members has been 
sporadic, to say the least, for the past 10 years. 

We have always attempted to have a gen- 
eral surgeon, general practitioner, gynecolo- 
gist and radiologist present at each confer- 
ence. The pathologist, dermatologist and 
other specialists are available when called. All 
specialties are represented on the staff except 
for neurosurgery. In this specialty we use an 
out-of-town consultant. The general practi- 
tioners qualified in surgery have been as- 
signed patients in the same order as board- 
certified specialists. Of course, there are some 
members of the staff who really do general 
practice but who have had specialty training. 
Since the Clinic was organized 10 years ago, 
there has been an increase in the number of 
specialists entering practice in Texarkana and 
a decrease in the number of general practi- 
tioners. Most of the patients desire to be 
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A map revealing the 100 mile area around Texarkana being served by the Bowie-Miller Counties Medical Society Tumor 


Clinic. 


treated locally, and the Tumor Clinic staff is 
qualified to treat most of them. However, for 
one reason or another, an occasional patient 
is referred to a large cancer treatment center 
such as the M. D. Anderson Hospital, Hous- 
ton, if a Texas resident, or to the University 
Medical Center, Little Rock, if an Arkansas 
resident. 


At the suggestion of the Arkansas Cancer 
Commission, the Bowie-Miller Counties Med- 
ical Society Tumor Clinic, in 1955, adopted a 
constitution and by-laws. As stated in this 
constitution, the purpose of the Tumor Clinic 
was to provide certain diagnostic and thera- 
peutic care for the cancer patient at no finan- 
cial cost to the indigent patient; to keep 
properly the records and statistics of such 
cancer cases; and to make such records, clini- 
cal material and statistics available to the 


Tumor Clinic staff for the advancement of 
the knowledge of cancer care. Assignment of 
cancer cases, under the constitution and by- 
laws, is handled in the following manner: An 
alphabetical roster of Bowie-Miller Counties 
Medical Society Tumor Clinic staff members 
is prepared by the director, the assistant direc- 
tor and the executive secretary, designating 
the staff member to one specialty according to 
his desires. If a staff member sends an indi- 
gent patient to the clinic, that patient should 
be considered as assigned to that referring 
staff member, if he so desires. Unassigned 
cancer cases are assigned to the proper staff 
member in strict rotation from the roster. The 
hospital is gradually becoming more interest- 
ed in the operation of the cancer clinic and 
eventually will probably take over its opera- 
tion. 


* 
318 
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TABLE 1 


TOTAL MALE PATIENTS 
First Primaries—By Site 


Malignant 


Path Path 
Total Proven Total Proven 

Skin 124 95 55 16 
Soft parts 7 7 9 4 
Skeletal system 2 2 2 4 
Upper respiratory and alimentary tracts 14 12 5 2 
Misc. head and neck 5 5 _ _- 
Breast 4 2 
Chest cavity viscera 13 8 _ - 
Abdominal cavity viscera 29 2i 7 4 
Urinary tracts 3 3 1 —_ 
Genital tracts 19 13 10 1 
Blood forming organs 9 6 — _ 
Metastatic cancer 1 
Unclassified disease: — — 104 20 

Total 230 174 196 53 


If the trend for obtaining more federal and Arkansas divisions of the American Cancer 
state funds for cancer clinics continues there —_ Society, the Clinic staff has completed a statis. 
will be less need for American Cancer Society tical study under the direction of a Consul- 
funds. The Society funds can then be used __ tant Statistician, Miss Eleanor Macdonald, for 
entirely for educational rather than opera- the years 1947 through 1957. This study re. 


tional purposes. In some instances this in- vealed a total of 1,234 individuals registered 
creased federal and state spending for cancer _at the Clinic during this period. 

control will probably result in more attention In Texarkana and the surrounding 100 
being paid to the large treatment centers op- mile area, the population for 1950 was 
erating in conjunction with university medi- 1,203,313. Race and sex distribution was not 
cal schools. This will, in all probability, re- | determined. 

sult in more referrals to the large university Of the 1,234 registered clinic patients, 426, 
medical teaching centers and less complete or 34.5% were males and the other 808 were 
treatment on the local level. females. Of this total number 604, or 48.8%, 


Y istical S had cancer. The staff was able to obtain 
Ten Year Statistical Study microscopic proof in 80.5% of the cancer 
With the cooperation of the Texas and cases. 


TABLE 2 


TOTAL FEMALE PATIENTS 


First Primaries Only—By Site 
Females 808 


Malignant Benign 


Path Path 


Total Proven Total Proven 
Skin 83 68 54 13 
Soft parts 5 4 7 3 
Skeletal system 3 1 1 1 
Central nervous system 1 1 -- 1 
Upper respiratory and alimentary tracts 17 15 11 4 
Misc. head and neck 2 2 6 3 
Breast 54 41 43 19 
Chest cavity viscera 5 4 1 — 
Abdominal cavity viscera 17 12 2 8 
Urinary tracts 6 5 8 2 
Cervix of uterus 138 121 21 14 
Other genital and external genitalia 33 29 28 7 
Blood forming organs 3 2 _- = 
Metastatic cancer 7 5 


Unclassified diseases 


Total 
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TABLE 3 
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FEMALES 
Total First Second 
Patients Primary Proven Total Primary Proven 
4 Skin 4 4 Skin a 
1 Breast 1 1 Cervix 1 
1 Esophagus 1 2 Cervix and skin 1 
1 Large intestine 1 1 Mouth cavity 1 
1 Kidney 1 1 Skin -- 
1 Bladder 1 1 Cervix 1 
1 Malignant lymphoma — 1 Cervix 1 
10* 9 11 9 


*Included in grand total of Male and Female, by Site. 


Among males, the skin accounted for more 
than half the cases, with cancer of the diges- 
tive tract next in volume (Table 1). 

We found that cancer of the cervix account- 
ed for 37% of the cancers among females. 
Cancer of the breast accounted for 14.4 per 
cent (Table 2). 


Of the multiple primary lesions among 
females, 4 patients had cancer of the cervix as 
the second site. One woman had a primary 
lesion of the esophagus and 2 other primary 
ones, one of the cervix and one of the skin 
(Table 3). In the multiple primary lesions re- 
corded in the male group, all the second pri- 
mary malignancies were of the skin, and in 
one-half of those cases, the first primary lesion 
was of the skin (Table 4). 


Summary 


The real importance of 2 small approved 
Tumor Clinic serving a large population lies 
in its focusing the attention on cancer as a 
group problem. That half the practitioners of 
medicine in the area participate in the clinics 
shows how sincere the medical community is. 

Since the war cancer is recognized as a num- 
ber one health problem of the United States. 


TABLE 4 


Resources for research and clinical care are 
expanding as rapidly as men are trained to 
use them. Many of the common types of can- 
cer are being studied as group projects, as 
cancer of the cervix was by our group.!:? Some 
of the rare types are being studied by combin- 
ing the records of cases from many medical 
centers in clinical trials. Physicians from 
Arkansas and Texas are participants in one 
such group. The establishment of a clinic 10 
years ago was the first step in team action for 
cancer in the community we serve. Today, we 
are in a position to study together one type of 
cancer after another, to review the literature 
of the technics and findings of others, and to 
compare them with our own. As fast as labor- 
atory or clinical research finds a better ap- 
proach to even a small part of the problem, 
we are in a position to apply this new knowl- 
edge and, by our union with our fellow prac- 
titioners, to extend the knowledge without 
delay to every patient any of us see in the 
course of our practice. 

These tables describe our experience to 
date. We study them with interest, not to 
draw any dynamic conclusions from them, but 
to see what we may learn from them to help 


MALES 
Total First Path Second Path 
Patients Primary Proven Total Primary Proven 

7 Skin 6 7 Skin 6 

1 Soft parts H and N 1 1 Skin 1 

1 Stomach 1 1 Skin —_ 

1 Large intestine 1 1 Skin ~- 

2 Prostate 1 2 Skin 2 

1 Hodgkins disease 1 1 Skin 1 

1 Malignant lymphoma 1 1 Skin 1 
12 14 


"Included in grand total of Male and Female, by Site. 


re 
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us improve our management in the cancer 
problem. Improvement of the charts of the 
patients with cancer is one of the side effects 
of this clinic story. Since complete records aid 
in the control of cancer, and half the physi- 
cians are participating, the time may not be 
far off when we may look toward regular 
audits of our results separately and collec- 
tively. 


References 


Harrell, W. B., and Ellison, E. T.: Treatment of Cervical 
Cancer in Local Tumor Clinics, South. M. J. 41:909, 1948. 
Harrell, W. B., and Macdonald, Eleanor J.: Cervical Can- 
cer in a Small County Medical Society Tumor Clinic, J. 
Arkansas M. Soc. 55:109, 1958. 


Discussion (Abstract) 


Eleanor J. Macdonald, A.B., Houston, Tex. Dr. 
Harrell’s report on the tumor clinic in Texarkana 
shows what may be done in a community by an in- 
terested medical profession. At recent meetings of the 
American College of Surgeons, planning has pro- 
gressed beyond the approval of adequate services, to 
the auditing of end results. With improvement of the 
records and the serious effort toward follow-up of 
patients mentioned in the above report, any com- 
munity may group its cases and audit the results of 
treatment. 


A cumulative survival rate may be figured accord- 
ing to the method of Berkson and Gage* of the Mayo 
Clinic, and applied to consecutive cases in a given 
series in a community or a clinic by obtaining at 
stated intervals for each patient in the series for a 
particular site of cancer, his status as to presence or 
absence of cancer, whether or not his whereabouts is 
known, or whether he has died. This actuarial type 
method enables survival figuring that makes use of 


*The method is explained in detail in a paper by Berkson, 
J., and Gage, R. P.: Calculation of Survival Rates for Cancer, 
ane of the Staff Meetings of the Mayo Clinic 25:270- 
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each year of survival, whether 5 years have elapsed or 
not, and the improvement in survival of patients after 
treatment is the objective toward which all this effort 
is being expended. It would be interesting if each one 
reading this would first check his own experience for 
completeness of follow-up, and then informally discuss 
the possibility with his colleagues of a cumulative sur. 
vival on all the cases treated for cancer by site of can. 
cer. In many instances the encouragement of better 
than anticipated results would be reward enough. In 
others, especially in certain sites, discouragement 
might suggest new approaches. 


The occurrence of cancer of the tongue, for exam- 
ple, is dropping in some areas. Is it in yours? This and 
other questions could be searched out and answered, 
This is the natural next step to a good clinic opera- 
tion; to know how many have cancer, in what loca- 
tions, and with what result of treatment. Despite the 
increase of elaborate facilities for the treatment of 
cancer, the fate of the patient is in the hands of the 
physician who sees him first. 

Dr. Fount Richardson, Fayetteville, Ark. Listening 
to Dr. Harrell’s analysis and the discussion which fol- 
lows reminds us of the old saying, “One man with 
enthusiasm is a majority.” 

Starting from scratch, Dr. Harrell and his co- 
workers, all men in the general practice, set up a suc- 
cessful Cancer Clinic which has established an envi- 
able reputation all over the country. The best thing 
about the situation is that many and various special- 
ists have cooperated in the project to make its success 
complete. Their success is a challenge to any enthusi- 
astic group, large or small, to perform the same service 
for their community. It is the more remarkable be- 
cause practically no federal tax money was involved 
in the organization of the Tumor Clinic or in its sup- 
port. It was the work of devoted, inquisitive, active 
family doctors who wanted a job done. The physicians 
of Texarkana are to be complimented on their leader- 
ship and for showing the way to extend the very best 
of medical facilities to the public—both to those who 
were indigent and to those who were able to take care 
of themselves. 
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TESTING OF VITAL CAPACITY is not an accurate 
method of noting clinical progress in 
patients learning abdominodiaphragmatic 
breathing technics. 

It has long been an accepted practice to 
perform tests for vital capacity in evaluating 
the over-all results of treatment programs in 
pulmonary cripples. 


Vital Capacity 


The vital capacity of an adult will average 
between 2,500 and 3,500 cc., and includes the 
tidal air, the complemental air, and the sup- 
plemental air. The tidal air (350 to 500 cc.) 
represents the air which is breathed in or 
out of the lungs during relaxed respiration. 
Complemental air (approximately 1,500 cc.) 
is the amount of air that can be inspired 
after a relaxed inspiration. Supplemental air 
(approximately 1,500 cc.) represents the 
amount of air that can be expelled by maxi- 
mum effort after a relaxed expiration. These 
figures apply to the average normal adult. 
Residual air (approximately 1,000 cc.) is the 
air that is left in the lungs after a maximum 
expiratory effort. In disease, these figures will 
vary greatly depending upon anatomic, meta- 
bolic, physiologic, and psychologic changes 
in the lungs and in the body in general. 

Inspiration is produced in two ways, (1) 
elevation of the ribs and, (2) contraction of 
the muscles of the diaphragm. Both methods 
acting singly or together, result in enlarge- 
ment of the thoracic cavity with tendency 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fifty-Second An- 
nual Meeting, New Orleans, La., November $-6, 1958. 
yAFrom the Physical Medicine and Rehabilitation Service, 
A Hospital, Dublin, Ga. Note: Reviewed in the Veterans 
ministration and published with the approval of the 
. £ Medical Director. The statements and conclusions pub- 
the ase result of their own study and 
necessari! i 
PY ow y 4 ect the opinion or policy of the Vet 


Abdominodiaphragmatic Breathing in 
Pulmonary Emphysema’ 
FOLKE BECKER, M.D., and WILLIS P. DENNY, B.S.,t Dublin, Ga. 


It is pointed out that an increase in vital capacity is not an accurate or consistent 
criterion for the evaluation of abdominodiaphragmatic breathing. A 
gain in tolerance to activity offers a better yardstick. 
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of the lungs to inflate. Due to the relative 
fixation of the thorax in elevation in emphy- 
sematous patients, the abdominothoracic tech- 
nic of respiration becomes very important in 
obtaining good ventilation of the lungs. Pul- 
monary ventilation brings air into contact 
with the respiratory epithelium where oxy- 
gen is absorbed and carbon dioxide is elimi- 
nated. The respiratory center, through the 
mediation of related nervous pathways and 
reflex arcs, controls the rate and depth of 
pulmonary ventilation. This will vary in ac- 
cordance with the pH of the blood, oxygen 
tension of the blood, blood pressure, tempera- 
ture, and metabolic rate, in addition to other 
factors. Emphysema patients, due to poorly 
functioning respiratory epithelium, are less 
able than the normal to meet the demand 
for increased aeration of the blood produced 
by activity. It is with this in view, that breath- 
ing exercises designed to enable the emphy- 
sema patient to voluntarily produce better 
aeration of the lungs are employed by the 
physician. It is believed by the authors that 
the Vital Capacity Test furnishes equivocal 
and sometimes paradoxical information with 
respect to evaluating clinical improvement 
or lack thereof in these patients. 


Results of Abdominodiaphragmatic 
Treatment Technics 


The number of patients receiving instruc- 
tion in abdominodiaphragmatic breathing in 
the two year study covered by this report 
was 123. Treatment was prescribed twice 
daily in two 30 minute periods and the 
average length of treatment was 10 weeks. 
The patients were all men and ranged in 
age from 25 to 76 years. The average mean 
age of the group was 56.5 years, broken down 
as follows: 
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25-35 years 8% 
36-45 years 12% 
46-55 years 4.5% 
56-65 years 64.5% 
66-76 years 11% 

Of the group treated: 

69 (56%) showed significant improvement rang- 
ing from moderate to marked, as evidenced 
by testing for increased activity tolerance; 

30 (24.5%) showed mild improvement; 

21 (17%) showed little or no improvement; 

3 (2.5%) continued to regress and one patient 
expired during the report period. 


Methods of Testing for Clinical Improvement 


Of the 99 who demonstrated clinical im- 
provement to any degree, as shown by greater 
comfort, ease of breathing, and sense of well- 
being, all, without exception, demonstrated 
an increase in activity tolerance in almost a 
proportionate degree. Standard methods of 
testing involving measured work increments 
were used. 


On the other hand, testing of vital ca- 
pacity revealed the following: 

Of the 69 patients demonstrating moderate 
to marked improvement in activity tolerance, 
only 26 (38%) had significant changes in 
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the vital capacity. Of the 26, only 15 (58%) 
revealed a significant increase in vital ca. 
pacity ranging from 5 to 26% while the re. 
maining 11 (42%) revealed a similar decrease 
in vital capacity ranging from 5 to 12 per 
cent. Bear in mind that the group showing 
loss of vital capacity demonstrated the same 
improvement in tolerance for activity as the 
group showing a gain in vital capacity. Vital 
capacity was found to vary from day to day 
and even on the same day under the same 
conditions in the same patient. Tests given 
in the morning would frequently show a 
difference of as much as 17% compared to 
the afternoon result, the average difference 
being 6 per cent. 


Summary 


Activity tolerance is a useful objective 
guide in determining clinical improvement 
or lack thereof in patients undergoing in- 
struction in abdominodiaphragmatic breath- 
ing technics. Testing of vital capacity pro- 
duces equivocal results too frequently to be 
a reliable guide in evaluating abdomino- 
diaphragmatic breathing technics. 
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A DIFFERENT EMPHASIS in physiatric manage- 
ment of muscle dysfunction has evolved as 
antibiotic drugs and electronic instruments 
have opened new avenues of research. It may 
be of interest to mention some of the high- 
lights in the evolution of the field devoted 
primarily to treatment of cerebral palsy. After 
Little’s! classic description of cerebral palsy in 
1853, the few references made in the litera- 
ture described an empiric approach to its 
management. Bronson Crothers? carried out 
extensive observations on changes due to 
growth and development in groups of chil- 
dren who did not receive definitive therapy, 
but who were exposed to an environment 
which stimulated and guided motor develop- 
ment. 


Phelps encouraged a systematizing of ther- 
apy with a different technic used for each 
type of involvement. His method embodies 
several technics designed to alter the varying 
forms of muscle behavior seen in the patient 
with cerebral palsy. His thinking and that of 
his associates is from a background of ortho- 
pedic management of musculo skeletal in- 
volvement. Physical therapists, accustomed to 
treating patients with poliomyelitis and with 
orthopedic disability, were highly skilled in 
the ability to elicit isolated muscle contrac- 
tion; movement of body segments without 
substitution was the aim of treatment. Guided 
movements, in planes parallel or perpendicu- 
lar to the body, formed a basis for active exer- 
cises. The role of conscious relaxation was 
stressed, and bracing and splints were used 
extensively to maintain body segments in the 
neutral position. A deviation from the rigid- 
ity of definite arcs of motion is found in 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fifty-Second An- 
nual Meeting, New Orleans, La., November 3-6, 1958. 


Changing Concepts in the Management 
of Neuromuscular Dysfunction’ 


HARRIET E. GILLETTE, M.D., Gainesville, Fla. 


The evaluation of the effects of physiatric treatment in the patient having cerebral palsy is 
extremely difficult. Changes occur, at times for the better, with increasing age. 
Treatment should be directed toward symptoms. 
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Phelps’ method in the use of synkinesis, or 
activation of a muscle by resisted exercise to a 
related muscle. The part played by interrup- 
tion of a chain of postural reflexes is recog- 
nized in the restraint of “trigger” movements 
in the athetoid. 


The mechanistic approach is propounded 
from another aspect by Deaver,? who recom- 
mends that braces be applied in such a man- 
ner that all movements of an extremity are 
blocked, except for two movements at a single 
joint. Thus, bilateral long leg braces with 
pelvic band and spinal attachments are un- 
locked at the hips to allow flexion and exten- 
sion; knee joints are unlocked after the hips 
are brought under voluntary control. Tech- 
nics of therapy are secondary to the four main 
objectives of Deaver’s treatment program: (1) 
maximal use of the hands; (2) usable speech; 
(3) ability to travel; and (4) normal or near- 
normal appearance. 

Pohlt emphasizes conscious relaxation as a 
necessary accomplishment before active exer- 
cise or functional activity can be undertaken. 
Muscle education stresses isolated contraction 
with the body parts so aligned that substitu- 
tion and mass movements are eliminated. No 
bracing is used but crutches may be used dur- 
ing ambulation training. 

Diametrically opposed to these programs 
which stress muscle education from a periph- 
eral viewpoint, is the system of management 
developed by Schwartz.5 Here, psyche is treat- 
ed rather than soma, for major stress is laid 
upon the development of motivation. To 
stimulate this factor, successes are made pos- 
sible by removing causes of failure. A mechan- 
ical device, consisting of a ceiling track from 
which are suspended various slings, propels 
the child around the room. He is thus main- 
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tained in a functional posture and can achieve 
success in some activities. Braces are not used, 
as it is felt that movement in unhampered 
patterns should be encouraged. 


From a background of neurophysiology 
came the method of Fay,* who advocates using 
the pathologic reflexes found in brain-injured 
individuals as a series of “built-in” exercises. 
Thus, alternate elicitation of a withdrawal re- 
flex in the legs produces a movement which 
resembles stepping. “Unlocking” reflexes and 
positions are utilized to establish movements 
which may be brought under voluntary con- 
trol. Recapitulation of stages in evolution is 
reproduced in treatment; the earliest stages 
are carried out in the primitive environment 
of salt water and sand, where amphibian 
movements are encouraged. 


Proprioceptive neuromuscular facilitation is 
a term applied to a method first expounded 
by Kabat? and developed by Knott.§ The basic 
principle is that of application of maximal 
resistance through a spiral and diagonal pat- 
tern of movement. Thus, the arm starting 
from abduction above shoulder level in full 
external rotation with elbow extended, is car- 
ried downward across the chest as the arm 
progresses into full internal rotation. The 
therapist applies the maximum resistance 
which the patient is capable of overcoming. A 
variation of this technic consists in exerting 
the same direction of force, but with greater 
pressure, so that no movement of the part 
takes place. Various sequences of these iso- 
tonic and isometric contractions make up the 
technics included in the system. Important 
adjuncts to treatment are the verbal stimulus 
of the therapist which encourages maximal 
energy output, and the cutaneous sensory 
stimulus, which is provided by placement of 
the resisting or supporting hand in a particu- 
lar location on the extremity. 

A treatment method centered around 
sensory stimulation has been developed by 
Rood,® physical and occupational therapist. 
Cutaneous receptors are stimulated by brush- 
ing, stroking with ice, or by applying man- 
ual pressure; musculotendinous receptors are 
stimulated by pounding over bony prominen- 
ces, application of pressure or by putting the 
muscle on a stretch. Braces are not used in 
this system, and functional activities such as 
walking are discouraged until such a time that 
it is felt that the child can move normally. 


OCTOBER 1959 


Stretching of contractures is prohibited, em. 
phasis being laid on increasing activity of the 
antagonist. 

The method of the Bobaths”® is the direct 
opposite of that of Fay. Whereas, he strength. 
ens and utilizes pathologic reflexes, the 
Bobaths train postures which are the reverse 
of those characteristically assumed by the pa. 
tient, thus, inhibiting exaggerated reflex ac. 
tivity. Many reflex inhibiting postures must 
be learned, for it is felt that normal move. 
ments consist of transferring from one learned 
posture to another; functional activities are 
prohibited until what is felt to be optimal 
training has been received, even though this 
may require several years. 


Discussion. While Little painted a dismal 
picture of the cerebral palsied child, he did 
state that a certain number of them showed a 
lessening of their involvement with passage of 
time. Much of this natural process of matura- 
tion is accepted by the terms “improvement” 
or “showing progress.” It is doubtful that reli- 
able statistics will ever be gathered regarding 
the relative efficiency of different methods of 
treatment, but methods of quantitating the 
various components of muscle action should 
soon be at hand. With this information, em- 
pirism can be discarded, for the technics 
which have merit, present in each of these 
systems of treatment described, can be re- 
tained and the extraneous material forgotten. 


As the evolution of treatment is reviewed, 
it would seem that the present trend is toward 
a teleologic interpretation of isolated bits of 
scientific data. The rigidity of the treatment 
programs which spring from these interpreta- 
tions bear little resemblance to the fluidity of 
the developing human being. Little wrote as 
follows, “I have had many of these cases under 
observation from 1 to 20 years and may men- 
tion as an encouragement to other practition- 
ers, that treatment, based upon physiology 
and rational therapeutics effects an ameliora- 
tion surprising to those who have not watched 
such cases.” 

As representatives of varied disciplines co- 
operate in management of an individual with 
multiple handicaps, it should be possible to 
adopt the worthwhile features of all systems 
outlined and fit them into a framework of 
treatment of the whole person. 


Summary. A brief review of the better 
known systems of treatment of cerebral palsy 
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is 


given, relating the changing emphasis of 


the systems to medical and social changes. A 
plea is made for resurrection of the principle 


of 


treating manifestations of the disorder, 


rather than the theory of their pathogenesis. 


no 
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Discussion (Abstract) 
Dr. E. M. Krusen, Dallas, Tex. Dr. Gillette is to be 


commended on her excellent and concise review of the 
methods. of treatment of neuromuscular dysfunction 
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for the cerebral palsied patient. The title is somewhat 
misleading, since she does not cover the whole field of 
neuromuscular disorders. 


In any disease for which there are many contrasting 
forms of treatment, it is obvious that the perfect 
method of treatment has not been found. In Dr. 
Gillette’s chapter in the book “Therapeutic Exercise,” 
edited by Dr. Licht, she recommends a program com- 
bining several of the principles of treatment outlined 
here. Probably most of us use a similar approach. 


In my opinion, one of the key statements in the 
paper is “It is doubtful that reliable statistics will ever 
be gathered regarding the relative efficiency of differ- 
ent methods of treatment, but methods of quantitating 
the various components of muscle action should soon 
be at hand.” I agree with Dr. Gillette that it is doubt- 
ful that reliable statistics will ever be gathered, but 
this is extremely regretful. I feel strongly that in the 
whole field of Physical Medicine and Rehabilitation 
there is too much emphasis on methods and too little 
on the results obtained with these methods in clinical 
application. After all, there often is an improvement 
with age in cerebral palsy, as Dr. Little pointed out 
years ago, and if all the efforts made for patients are 
not evaluated, much of it may be wasted. 


Perhaps the development of methods of quantitating 
the various components of muscle action, mentioned 
by Dr. Gillette, would be one step in the right direc- 
tion. An effort should be made to determine: (1) 
which movements are important in daily activities, (2) 
what components of muscle action are required in 
these movements, and finally, (3) what are the best 
methods of obtaining these components. Basic research 
along these lines may eventually make an evaluation 
of treatment methods possible. 
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The Construction and Care of 
Ileostomy and Colostomy: 


FREDERICK B. CAMPBELL, M.D., JOHN G. CAMPBELL, M.D., 
and JOE E. HIRSCH, M.D., Kansas City, Mo. 


So much depends upon the care of the ileostomy or colostomy insofar as its acceptance by the 
patient is concerned. At best it is a serious psychologic hurdle. Therefore every attempt must 
be made to have a properly functioning stoma and one that can be cared for with 


a minimum of trouble. 


ILEOSTOMY AND COLOSTOMY are the principle 
enterostomies requiring care in the general 
practice of medicine. The construction and 
care of these two enterostomies are radically 
different because of the difference in the 
physiologic function of the bowel at various 
levels, a fact not fully appreciated by many 
physicians. The lower the level in the intesti- 
nal tract the simpler the care. 

The satisfactory management of any enter- 
ostomy is dependent upon: (1) psychologic 
preparation before surgery, (2) a properly 
constructed stoma, and (3) postoperative 
guidance. We are prone to forget the psycho- 
logic impact of an impending enterostomy 
and fail to prepare the patient to meet this 
crisis. Apprehension may be minimized by 
explanation and reassurance before opera- 
tion. Consultation with friends should defi- 
nitely be avoided. A visit before operation or 
in early convalescence by a well-adjusted pa- 
tient with a properly functioning, similar type 
enterostomy may be of great service. 

An improperly constructed stoma, whether 
ileostomy or colostomy, may be difficult and 
discouraging to manage. A despondent patient 
may be converted to a most grateful one by 
reconstruction of the stoma. 


Ileostomy 


Ileostomy becomes necessary when the rec- 
tum and colon are removed because of ulcera- 
tive colitis, multiple polyposis or multiple 
carcinomas. A prosthesis of some type must be 
worn permanently. Protection of the skin be- 
gins at the conclusion of the operation. There 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


may be a small amount of ileal drainage im- 
mediately following operation, and within a 
few days it may be profuse. If the skin is not 
protected from the proteolytic action of the 
digestive enzymes, it may become eroded with- 
in a few hours. For this reason a temporary 
light weight, plastic “glue on” bag is applied 
immediately. The narrow collar of skin ex- 
posed at the base of the stoma may be pro- 
tected by applying a few drops of liquid nitro- 
furazone (Furacin) followed by a light appli- 
cation of karaya gum powder. This applica- 
tion should be confined to the skin and 
should avoid the mucosa. At the first sign of 
detachment the bag should be changed 
immediately. 

After convalescence is well advanced, and 
before the patient leaves the hospital, a per- 
manent type prosthesis should be selected. 
Many satisfactory ileostomy bags are avail- 
able. A choice must be made between the 
type retained by a belt only and the “glue 
on” type which is cemented to the skin. Of 
the former, one equipped with a soft rubber 
sleeve affords maximum protection to the 
stoma and the skin. When properly applied, 
the “glue on” type requires less attention for 
a longer period of time. A number of factors 
must be considered, such as the location of 
the stoma, degree of physical activity, and the 
wishes of the patient. After having some ex- 
perience the patient usually makes the final 
decision. A booklet has recently been pub- 
lished, “Colostomy and Ileostomy Care,”? as a 
guide of practical information for nurses. 
This information is equally valuable for 
physician and patient. 

The efficiency of the “glue on” bag de- 
pends upon a proper seal. The epithelium 
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must be intact and both the skin and disc sur- 
faces kept free from ileal discharge during 
application. Control of ileal discharge as well 
as accurate application of the bag may be as- 
sured by the simple expedient of holding a 
small plastic bottle or a test tube over the 
stoma while the skin is being cleansed and the 
glue applied. The rubber disc is then accu- 
rately applied over the bottle to the surface 
free from contamination (Fig. 1). Without 
this guide there is a tendency to eccentric 
application. 

Improper application of the bag or physical 
exertion may produce pressure necrosis of the 
stoma at the skin level. This may be a cause 
of massive hemorrhage or fistula formation 
requiring reconstruction. 

A brief lapse in nursing care may result in 
excoriated skin. If not checked, early erosion 
and infection may progress to a very painful 
degree. Thorough cleansing of the skin and 
the application of moist karaya powder is 
necessary. If there is evidence of infection, the 
powder may be moistened with liquid nitro- 
furazone with gratifying results. A sheet of 


FIG. 1 


The skin is 
Plastic bottle 
ain and 


Protected from contamination by inverting a 
over the ileostomy stoma. Glue is applied to 
the rubber disc slipped on over the plastic 
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FIG. 2 


The ileum _is everted on itself and the mucosa sutured to 
the skin. These steps accomplish early maturation of the 
stoma and prevent obstruction. 


plastic cut to fit closely about the stoma and 
pressed against the skin affords further pro- 
tection and requires less changing of the 
karaya powder. 

A normally functioning ileostomy requires 
no irrigation. Irrigation or catheter drainage 
becomes necessary when there is obstruction 
at the abdominal wall. This distressing com- 
plication has been largely overcome by im- 
proved construction of the stoma. Previously 
the stoma was constructed by leaving from 5 
to 8 cm. of ileum protruding above the skin. 
After several weeks the mucosa grew down to 
the skin and completed maturation. In the 
meantime, the exposed serosa became infect- 
ed, resulting in fibrosis and stenosis with 
varying degrees of obstruction. The simple 
expedient of immediate maturation by turn- 
ing the bowel back on itself and suturing the 
mucosa to the skin prevents the serositis and 
its resulting stenosis (Fig. 2).2 Most patients 
agree that a stoma from 2 to 2.5 cm. in length 
is the most easily managed. 

Ileostomy patients are particularly prone 
to develop fluid and electrolyte imbalance sev- 
eral weeks or months postoperatively. Dietary 
inadequacies or diarrhea may produce elec- 
trolyte deficits. The symptoms resemble those 
of obstruction, i.e., nausea, distention and 
nonfunction of the ileum, and the response 
to oral or parenteral sodium chloride is often 
striking. 

Prolapse may be difficult to manage short 
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of reconstruction. Ingenious patients occa- 
sionally construct a retaining cap. In some 
cases the Perry sleeve may be useful (Fig. 3). 
Each such unfortunate complication must be 
treated individually. Our aim should be pri- 
marily to prevent prolapse. This seldom oc- 
curs if the adjacent mesentery is attached to 
the parietal peritoneum by several interrupted 
sutures. Obstruction by torsion of the termi- 
nal segment of ileum and adhesions to the 
remaining cut surface of mesentery may be 
minimized by suturing the falciform ligament 
to it, thus forming a diaphragm across this 


opening. 
Colostomy 


The transverse colostomy is most often used 
as an emergency loop colostomy for the relief 
of distal obstruction. The fecal stream at this 
level is normally liquid or semisoft. The same 
care of the skin should be observed as for 
ileostomy, but there is much less proteolytic 
action with which to contend. Absorbent pads 
may be worn if the colostomy is to be closed 
in a short time. If not, a prosthesis is indi- 
cated. 

If a transverse colostomy, either single or 
double barreled, is to be permanent, special 
care should be taken in its construction be- 
cause of the tendency to prolapse, retract or 
stenose at skin level. A long mesocolon and 
the mobile omental covering of the transverse 
colon predispose to prolapse. 

The principles found useful in preventing 
prolapse of the ileum apply to the trans- 
verse colon, i.e., fixation of the margin of the 
mesentery to the parietal peritoneum and the 


FIG. 3 


Ileostomy stoma with Perry sleeve in place. 
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TABLE | 


Proteolytic 


Consistency Effect on Skin Prosthesis Irrigation 


lleostomy Liquid or 
semi-liquid 

Liquid 
semi-formed 
formed 


Formed 


x x x x Always No 
necessary 

May be No 
necessary 


‘Transverse 
colostomy 


xx to 0 


Sigmoid 


For irriga- 
colostomy 


tions only Yes 


added precaution of removal of the omentum 
from a short segment of the bowel so that it 
too may be anchored to the parietal peri. 
toneum. 


The sigmoid colostomy is the most easily 
managed of all enterostomies. In many ways 
it is the opposite of the ileostomy (Table 1), 

Bowel function is controlled by irrigation. 
As soon as the colostomy begins to function 
well, training in the use of irrigation js 
started. Depending upon the size of the colon, 
500 to 1,000 cc. of plain water is instilled into 
the bowel. This will usually empty the colon 
within thirty minutes while the patient is 
sitting on the toilet. The irrigating bag may 
be worn for another thirty minutes with the 
patient ambulatory while any residue is dis- 
charged; then a Kleenex with a spot of vase- 
line and possibly a layer of cellucotton is 
placed over the stoma. A two-way stretch or 
an elastic support to hold the dressing in 
place completes the toilet. By avoiding laxa- 
tive foods the stoma remains functionless until 
the next irrigation. Under stress the bowel 
may function erratically at which time a dis- 
posable bag may be worn. This instills conti- 


FIG. 4 


{ 
Construction of a flat colostomy by primary suture of the 
mucosa to the skin. Stenosis is avoided, bulky dressings ate 


not necessary, tight clothing may be worn, and the stoma 's 
not easily traumatized. 
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dence and takes care of “accidents.” Normally 
tight fitting clothes may be worn over this. 

In the past it was thought that the colos- 
tomy should protrude one or two inches above 
the ‘skin level in the belief that this would 
prevent stenosis. Actually the reaction is the 
same here as with ileostomy, and stenosis is 
encouraged. 


During maturation contamination of the 
exposed serosa results in Serositis and varying 
degrees of stenosis. This protruding stoma 
remains moist, bleeds from slight trauma, and 
requires bulky dressings. 


In an article published by one of us in 
1951,3 it was shown that these undesirable fea- 
tures could be avoided by a secondary revision 
of the stoma. In two weeks the protruding 
portion of stoma with a collar of skin was 
removed and the mucosa sutured to the skin. 
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This was originally done secondarily rather 
than at the time of the resection because of 
fear of devitalized terminal bowel. Subse- 
quent experience has shown this fear to be 
groundless. Donald, in 1955, advocated 
suturing the mucosa to the skin primarily 
(Fig. 4). Since that time we have followed 
this procedure with uniformly satisfactory re- 
sults. With the resulting flat stoma, stenosis 
ceases to be a problem, minimal dressings are 
required, and tight clothing does not trauma- 
tize the mucosa. 
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Fractures of the Elbow Requiring 


Open Reduction* 


FRANK OWEN McGEHEE, M.D., Houston, Tex. 


Certain fractures of the elbow should be reduced by open reduction and some shortld 
not. The indications and contraindications are outlined with illustrative cases. 


THE PURPOSF OF THIS PAPER is to present Cases 
illustrating the indications for open reduction 
of fractures of the elbow. 

The elbow is a combined hinge and pivot 
joint. The humeral condyle is for the most 
part convex, while the surfaces of the ulna 
and head of the radius are concave. The bony 
surfaces (the medial and lateral epicondyles, 
and olecranon process) are easily palpable 
and attached to them are muscle masses which 
flex, extend, supinate and pronate. The ex- 
tensor supinator group of the forearm and 
hand arise from the lateral side, while the 
flexor pronator mass arises from the medial 
epicondyle. The flexors of the elbow insert 
into the ulna and radius anteriorally, while 
the elbow extensors insert into the olecranon. 
Collateral ligaments limit medial and lateral 
motion while the annular ligament holds the 
head of the radius in place against the capi- 
tellum. Thus, in isolated fractures of the con- 
dyles, the olecranon, coronoid processes of the 
ulna, or tubercle of the radius, marked dis- 
placement and rotation may occur because 
of the powerful muscle pull. Injuries to the 
collateral ligaments may cause secondary frac- 
tures of the involved epicondyle, whereas in- 
juries to the annular ligament usually results 
in displacement of the head of the radius. 

The most obvious difference between the 
adult’s elbow and that of a child is the pres- 
ence of epiphyseal centers in the latter. This 
determines the difference in the type of frac- 
ture and the response to injury. If a fracture 
occurs moderately distant from an epiphysis, 
considerable malposition may be tolerated as 
subsequent growth will remold and correct 
the deformity. If trauma is near the growth 
center, overgrowth may occur with subsequent 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 


deformity; whereas trauma directly involving 
the epiphyseal centers may so injure it that 
arrest of growth occurs with subsequent de. 
formity and shortening. Chamberlin! pointed 
out that the child’s humerus thins and broad- 
ens as it reaches the elbow producing a weak- 
ened area through which most of the supra- 
condylar fractures occur. 


Open Reduction 


In both the child and adult groups, opera- 
tions are divided into three groups: those of 
necessity, choice, and those to be avoided 
(Table 1). 

Those of necessity are: Open reductions of 
compound fractures and fractures complicated 
by neurovascular injuries. These are frequent- 
ly done by surgeons whose experience with 
this type of injury is limited, and secondary 
reconstructive procedures are often necessary. 

Operations of choice are: Those which 
can also be classed as an elective procedure 
and do not have to be done immediately, in- 
clude Monteggia fractures, fractures of the 
head of the radius, fractures of the radial 
tubercle, fractures of one or both of the con- 
dyles of the humerus, olecranon fractures and 
reconstructive procedures. It should be em- 


TABLE 1 


CLASSIFICATION OF OPEN REDUCTIONS FOR 
FRACTURES INVOLVING THE ELBOW 


A. Operations of necessity 
1. Compound fractures 
2. Fractures complicated by neurovascular damage 
B. Operations of choice 
1. Irreducible fractures which may be delayed three weeks 
a. Fractures of one or both condyles of the humerus 
b. Fractures of the head of the radius 
c. Olecranon fractures 
d. Fractures of the radial tubercle 
e. Monteggia fractures 
2. Replacement procedures using prosthesis 
C. Operations to be avoided ae 
Extensively comminuted fractures in which traction & 
obviously the best treatment 
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phasized that all of these fractures can some- 
times be reduced and closed with good results; 
but for the most part, and especially if irre- 
ducible, should be operated upon. 

Those to be avoided are: Open reductions 
of extensively comminuted fractures in which 
traction is obviously the best treatment since 
open reduction is not only contraindicated 
but harmful because of the resultant con- 
tracture and subsequent limitation of motion. 

No cases indicating operations of necessity 
are presented. It is suffice to state that the 
most common neurovascular injuries occur in 
the supracondylar fractures of children with 
the impingement, or injury to the brachial 
artery. If reduction does not free this, opera- 
tion is a necessity. 

The following cases illustrate operations of 
choice: The supracondylar T-fracture is one 
in which there is a transverse fracture of the 
distal end of the shaft and another extending 
longitudinally between the condyles. This 
should not be confused with a simple supra- 
condylar fracture. The T-fracture is relatively 
uncommon; and according to Watson-Jones,* 
no injury gives rise to more difficulty in treat- 
ment. It is almost impossible to secure satis- 
factory replacement by manipulation and 
traction, and open reduction is difficult as it 
involves free dissection of the triceps and cap- 
sule. There is no natural stability and there- 
fore reduction must be maintained by inter- 
nal fixation. As in any difficult procedure, 
many technics have been described. One 
technic is to convert the fracture into a trans- 
verse fracture by compressing the condylar 
fragments together and then utilize the hang- 
ing cast method. The use of T- and Y-plates 
have been reported and abandoned as have 
the blade plates. 


Case Reports 


Case 1. A. H., a white man, age 25, was first seen 
on Aug. 14, 1950. He was injured when a tractor over- 
turned across his left arm, and he was brought to 
Houston for treatment 10 days after the injury. At 
that time he was found to have a comminuted T- 
fracture of the distal end of the left humerus with 
marked displacement of all fragments. 

An open reduction was performed on the follow- 
ing day. Because of drainage the internal fixation was 
removed 2 years later. He was last seen on Jan. 26, 

1957, and was found to have an ankylosis of the elbow 
and pseudoarthrosis at the fracture site, although sur- 
prising enough, he had no pain and was satisfied with 
the artificial elbow he had created for himself. 
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Comment. This case illustrates vividly the 
severity of a T-fracture. 


Elbow fractures in children differ from 
those in adults. With three exceptions (medial 
and lateral condyles, and head of the radius), 
conservative treatment by manipulation or 
traction is preferable to open reduction. How- 
ever, in most fractures of the lateral condyle, 
the treatment of choice is immediate open 
reduction and internal fixation, because this 
fragment is larger than it appears on the x-ray 
film and is rotated laterally as much as 180° 
and frequently trapped within the joint 
against the capitellum. Conservative measures 
are futile and result in nonunion with gross 
deformity. Operation consists of reduction 
with internal fixation. Frequently this frac- 
ture includes the capitellum. 

Case 2. T.D., a 9 year old boy, fell from a tree on 
May 24, 1954, sustaining an injury to the right elbow. 


He had a fracture of the lateral condyle of the right 
elbow (Fig. 1). 

An open reduction was performed for the fracture 
dislocation which included the capitellum and it was 
noted that 90° of rotation of the capitellum was 
present. The fracture was reduced and secured with a 
single screw (Fig. 2). One year later the screw was 
removed because of the excessive bone at the site of 
the insertion. He was last checked in July, 1955, 15 
months postoperatively and the elbow had a normal 


FIG. 1 


(Case 2) Before operation. 


; 
= 


(Case 2) After open reduction and screw fixation. 


range of flexion, pronation and supination but lacked 
5° in complete extension. He had no pain. 

It is generally considered that a supracon- 
dylar fracture well reduced in a child, results 
in little if any limitation of motion and even- 
tually the growing bone remolds to offset dis- 
placement. This is true if the fracture is well 
above the articular surface, and the joint is 
undisturbed. However, if there is forward or 
backward tilting, the articular surfaces are 
re-aligned, and flexion and extension are 


FIG. 3 


(Case 3) Thickening of supracondylar area with loss of 
carrying angle. 


SOUTHERN MEDICAL JOURNAL 


OCTOBER 1959 


limited to a commensurate degree. Rotation 
limits flexion and extension and if medial or 
lateral angulation persists, cubitis valgus or 
varus follow: this may or may not be djs. 
abling, depending upon the degree, but js 
always disfiguring. It is rarely ever necessary 
to do an open reduction initially, but the re. 
sult of poor initial treatment frequently 
necessitates secondary osteotomy. (This need 
occurred in one of these cases, an 11 year old 
white girl.) 

Case 3. J. L., an 8 year old boy, was seen on Noy, 8, 
1957, with a healed fracture of the left humerus and 
a loss of the carrying angle. Healed fractures of both 
bones of the forearm resulting in loss of pronation 
were also present (Fig. 3). 

He was operated upon Dec. 18. An Osteotomy was 
performed at the distal end of the humerus and 
resection of the distal end of the ulna was also done 
(Fig. 4). The patient was last examined on July 25, 
1958, 8 months following operation: the range of mo- 
tion of the elbow was from 70° flexion to 160° exten. 
sion; there was complete pronation, supination and 
no pain. 

Case 4. T. B., a 214 year old boy was first seen on 
Sept. 10, 1956, with a supracondylar fracture of the 
left elbow on which reduction had been attempted 24 
hours after the fracture. Reduction was unsatisfactory 
and he developed loss of the carrying angle and sub- 
sequently had an osteotomy performed. He was last 
checked Feb. 21, 1958, at which time the range of 
motion in the left elbow was normal and the carrying 
angle satisfactory. 

Case 5. T. L., a 7 year old boy, was seen originally 
on Oct. 5, 1957, 4 days after sustaining a supracondy- 
lar fracture of the right arm. Swelling was too great 


FIG. 4 


(Case 3) After osteotomy and the use of cruciate pins, which 
remain long on the lateral surface for removal. 
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to permit complete reduction even though it was at- 
tempted (Fig. 5). 

It was necessary to do an open reduction and inter- 
nal fixation was secured by two cruciate pins (Fig. 6). 
These were removed approximately 3 months later. 
When last seen, May 24, 1958, the fracture had been 
restored anatomically and a normal range of motion 
had been obtained. 

Case 6. R. S. was a 10 year old boy. He was seen on 
Sept. 15, 1953, when he had injured his left elbow by 
falling from a swing. He had a comminuted supra- 
condylar fracture on which a satisfactory closed reduc- 
tion could not be obtained. 

Open operation was performed, using two screws 
holding the condylar fragments in position. He was 
lat examined in Dec., 1955, and the left elbow 
showed a loss of the carrying angle. He had, however, 
a 90° range of motion with no pain. It was thought a 
supracondylar osteotomy would be necessary at a later 
date. 

Case 7. G. H., a 9 year old girl, was seen on Mar. 
11, 1952, with a comminuted supracondylar fracture. 
An open reduction was not done. 

She was last seen Aug., 1958, when x-ray exami- 
nation revealed only a very slight loss of carrying angle 
and an excellent remolding of the distal end of the 
humerus. There was a normal range of motion except 
for 10° loss of flexion and there was no pain. 


Comment. This represents a case in which 
it was thought an open reduction should have 
been done. The end result, however, was good 
without open reduction, and the case is shown 
for that reason. 


FIG. 5 


(Case 5) Lateral view of comminuted supracondylar fracture 
after attempted reduction. 
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FIG. 6 


(Case 5) After open reduction, using cruciate pins for 
fixation. 


In adults fractures of the head of the radius 
may be considered in three groups: (1) A 
simple displacement fracture. (2) A_ frac- 
ture in which the circumference of the head 
has been moderately increased by comminu- 
tion, but no loose pieces are present. These 
two respond well to conservative treatment. 
(3) In the third type, in which there is a 
marked displacement, both the fragments re- 
quire open reduction and excision of the 
head. The head should never be removed in 
children for two reasons: (1) regrowth of 
bone at the site of excision may lead to synos- 
tosis and limitation of motion; and (2) there 
may develop a deformity of growth with 
radial deviation of the hand and wrist. Occa- 
sionally, an open reduction and repair of the 
annular ligament may be required; at opera- 
tion, it is noted that the head of the radius is 
usually split transversely and may be easily 
approximated even though it has been tilted 
90 degrees. 


Case 8. J. G., a 9 year old boy, was first seen on 
Dec. 3, 1952. He had fallen off a box injuring his 


— 
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elbow, and was treated by his family physician who 
performed a closed reduction which resulted in mal- 
union of the neck of the radius and a marked tilt of 
the head. 

He was operated upon 12 days later and an attempt 
was made to replace the head of the radius in its nor- 
mal position. Due to the excess proliferation of bone 
and soft tissue, it was necessary to resect the head of 
the radius. His course has been followed for 6 years; 
although this was a poor procedure to do on a 
child, the end result has been satisfactory. The range 
of motion is from 50° flexion to 180° extension, with 
supination and pronation being about 50% of normal. 
No deviation of the hand or wrist has resulted thus 
far. 


A displaced fracture of the olecranon al- 
most always demands open reduction. If the 
fragment is small and does not involve the 
articular surface, it may be excised and the 
tendon resutured to bone. On the other hand, 
if the fragment involves the articular surface, 
internal fixation is necessary; and the use of 
some type of intramedullary fixation of Hag- 
gie screw is preferred. By using the latter, fix- 
ation and compression of the fragments are 
secured. 


Case 9. R. L., a white man, age 55, was seen on 
June 6, 1957, after he sustained a severe comminuted 
fracture of the left olecranon. 

He was operated upon the next day and a Liebock 
screw with two other screws were used as fixation. 
When last seen, 14 months after operation, he had a 
range of motion of the elbow from 80° flexion to 
170° extension; pronation was normal but supination 
was limited to 50 per cent. He had no pain. 


Figures 7 and 8 illustrate the use of the 


FIG. 7 


(Fracture similar to that in Case 9.) Comminuted fracture 
of olecranon before operation. 
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FIG. 8 


(Fractures similar to that in Case 9.) After operation using 
Liebock screw for internal fixation. 


Liebock screw in another patient who had 
sustained a fracture similar to the one de- 
scribed in case 9. 

Case 10. J. E. B., a white woman, age 50, was seen 
on Dec. 17, 1950, because of an intertrochanteric frac- 
ture of the left hip and a fracture of the left olecra- 
non. The hip was nailed and a 5 inch screw was 
placed in the olecranon. When last checked, Mar. 14, 
1952, there was nonunion of the olecranon and motion 
was from 180° extension to 70° flexion. She had no 
pain but was very uncooperative and would not follow 
suggestions. 

Comment. This case illustrates what can 
happen when inadequate compression of the 
olecranon fracture is obtained. 


A Monteggia fracture is a combination frac- 
ture of the shaft of the ulna with dislocation 
of the head of the radius. Depending on the 
direction of the force, such a fracture may be 
medial, lateral, anterior, or posterior. The 
most common fracture is anterior. It was de- 
scribed in 1814 by Monteggia, and until re 
cent years was ignored by American authors. 
Speed and Boyd* reported a series of 62 casts 
in 1940, pointing out that in the 12 preceding 
years there had been only 34 articles pub 
lished dealing with this, and only 2 in the 
English language. The anterior fracture 0 
curs most frequently in children, whereas the 
posterior fracture occurs in the middle-aged 
adult. 

Much controversy exists regarding teat 
ment, but most authorities agree that internal 
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fixation is necessary for the ulnar fracture. 
However, difference of opinion exists as to 
the advisability of early operation and reduc- 
tion of the head of the radius. Watson-Jones? 
wrote that immediate open reduction of the 
radial head and repair of the annular liga- 
ment was wrong in principle, and that myo- 
sitis ossificans and ankylosis of the radial ulna 
joint would be probable results. On the other 
hand other authors have advocated that early 
reduction of the head of the radius and 
reconstruction of the annular ligament was 
the operation of choice. Boyd* described an 
approach whereby both the ulnar and radial 
injuries could be corrected through the same 
incision. It has been the experience of these 
authors that a torn annular ligament fre- 
quently prevents reduction of the radial head 
by manipulation. It was their opinion that 
early correction of this was desirable and they 
have not found that surgical correction led to 
ulnar ankylosis. 

The medial condylar fracture with dis- 
placement of the fracture within the elbow 
joint, or with evidence of damage to the ulnar 
nerve requires prompt, open reduction and 
internal fixation. As with the lateral condyle, 
if it is not caught within the joint, the frag- 
ment may be rotated as much as 180° and 


FIG. 9 


(Case 12) Dislocati 
procedures. ocation of the elbow after several operative 
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FIG. 10 


(Case 12) Lateral and AP views of elbow after use of 
prosthesis. 


require derotation, reduction, and fixation. 
The ulna nerve should always be exposed and 
examined, and if necessary transplanted. 

Ten years ago the author initiated work on 
a complete replacement prosthesis for the el- 
bow to be used primarily in healed “side- 
swipe” fractures in which there was good 
coverage by skin but a flail elbow. In the past 
few years, the indications for use have been 
extended to: (1) painful and degenerative 
traumatic arthritis, (2) bone tumors involv- 
ing any of the bony structure of the elbow, 
and (3) advanced rheumatoid arthritis with 
fair musculature. 

Case 11. H. L. B., a white man, aged 25, was first 
seen on June 23, 1954, because of a “side-swipe” injury 
to the left elbow. He was treated in the Veterans Hos- 
pital in Temple, Texas, and was operated upon using 
the elbow prosthesis on Aug. 19, 1956. There has been 
a 214 year follow-up. When last checked the range of 
motion was 165° extension to 80° flexion. Normal 
supination is actively present but only 50% pronation 
is present. There is an over-all shortening of 21% 
inches of the left arm. He is extremely well satisfied 
with the prosthesis and is able to do heavy work. 

Case 12. J. I. B., a 39 year old white man, was first 
seen in 1944 for a “side-swipe” injury to the left 
elbow. After multiple operations (Fig. 9), an elbow 
prosthesis was inserted Mar. 19, 1958. Although the 
follow-up period is only 6 months, he has good 
stability, motion from 160° extension to 60° flexion 


and is very pleased with the functional use of his arm 
(Fig. 10). 
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Operations to be avoided are those in 
which comminution is present to such a de- 
gree that traction is the obvious method of 
choice. Open reduction is futile and results in 
disaster. The gross trauma dictates the poor 
result with conservative treatment, made 
worse with operative treatment. 

Case 13. M. G., a 9 year old white girl, was first 
seen on Sept. 14, 1954, because of a comminuted frac- 
ture of the distal end of the humerus, and treatment 
was by skeletal traction. The position obtained was 
satisfactory, but some loss of the carrying angle devel- 
oped. When the patient was last checked she had a 
normal range of motion except for 15° loss of flexion. 
She is being kept under observation with the thought 
that a supracondylar osteotomy may be necessary. 


Summary 


Operations for fractures of the elbow may 
be classed into those of necessity, choice, and 
those to be avoided. Cases have been pre- 
sented to illustrate the last two groups. Be- 
cause the elbow is a nonweight bearing joint 
whose primary function is motion and not 
stability, certain principles of treatment fol- 
low are unique to this joint. Mobility is a 
goal, but it does not necessarily follow that an 
anatomic reduction results in a painless joint 
with no limitation of motion. These fractures 
are treated differently in adults and children 
because of the active growth centers in the 
latter. The operations of choice and the re- 
constructive procedures, using the prosthesis, 
are elective procedures and do not require 
immediate operation. Only two types require 
immediate open reduction: fractures with ex- 
tensive comminution when traction is not 
considered the best approach, and fractures 
involving the neurovascular bundle. 
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Discussion (Abstract) 


Dr. G. C. Battalora, New Orleans, La. 1 have en- 
joyed reading Dr. McGehee’s paper and to hear and 
see the case presentations. He has covered much terri- 
tory in the time allotted. 


As to the classification of cases requiring operation, 
we are in general agreement. Under the category of 
irreducible fractures which may be delayed 3 weeks, 
he does not include supracondylar fractures of the 
humerus, though 2 cases are included in which open 
reduction had been done. In one of these, an excellent 
result had been obtained, and in the other a fair re- 
sult. I believe operation on supracondylar fracture of 
the humerus in a child is rarely indicated, except 
where vascular complications exist. If the original 
manipulation does not give a satisfactory reduction, it 
is an easy matter to put the arm up in Dunlop trac- 
tion. If it is found within 24 to 48 hours that this 
does not reduce the fracture, gentle manipulation 
under anesthesia, with the arm in traction, usually 
does. This is a particularly valuable procedure in 
cases where swelling presents difficulty and prevents a 
position of acute flexion from being maintained. I 
have seen cases of supracondylar fractures, in which 
no reduction had been obtained, end up with good 
functional results. There is considerable limitation of 
motion at first, but as the arm grows in length the 
limitation in flexion becomes less. 

I have had occasion to operate on 2 markedly dis- 
placed radial heads, and in one of them the head had 
no soft tissue attachment but it was replaced in a sat- 
isfactory position. In both cases the end results were 
good and no disturbances of growth occurred. In case 
9, where the radial head was removed, the operator 
has been fortunate in that no serious after effect has 
resulted. In these cases, one may develop considerable 
deformity and, as a late sequel, an ulnar nerve palsy. 


A few technical points in the handling of the frac- 
tures should be emphasized. Fixation of fractures of 
the condylar processes in the child should not be done 
by screws. We have used brads occasionally, and driven 
them through the center of the process and left them 
in place. We have had no trouble with this. More re- 
cently, two-wire fixation has been done. The wires 
may be allowed to extend through the skin or may be 
cut off just beneath the skin for later removal. 


I have had no experience with the use of prostheses 
at the elbow. Considering the results shown in today’s 
presentation, the use in selective cases is certainly 
appealing. 
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Chemosurgery of Carcinoma of 


the Skin* 


CHARLES J. WILSON, M.D., and J. FRED MULLINS, M.D.,t+ Galveston, Tex. 


The authors describe a method of treating cancer which has not been used much in this country. 


ALL WHO ARE FAMILIAR with the treatment of 
cutaneous neoplasms realize the necessity for 
technics for their accurate removal. In most 
cases of early cutaneous neoplasm and in a 
lesser number of recurrent neoplasms, the 
standard methods of electrosurgery, surgery, 
and radiation are quite adequate. However, 
in the treacherous lesions of a recurrent na- 
ture, or in the tumors with sWent, unobserv- 
able extensions, the chemosurgical method as 
originated by Mohs is far superior to any of 
the more commonly used technics. 

In a series of 1,554 cases of carcinoma of 
the skin, Mohs reported a 94% 5 year rate 
of cure. In a similar series reported from the 
Radiumhemmet of Stockholm, Sweden, an 
87.6% 5 year cure rate was reported.’ This 
is the only large series which closely approxi- 
mates Mohs’ results. Mohs’ series was divided 
into 1,071 cases of basal cell carcinoma with 
a 98.2% cure rate and 483 cases of squamous 
cell carcinoma with an 84.8% 5 year rate of 
cure. 

The term “chemosurgery” was introduced 
by Mohs to identify his technic for the re- 
moval of readily accessible tumors in stages 
and with microscopic control. The years 1932- 
1936 were spent by Mohs perfecting this tech- 
nic in laboratory animals as well as establish- 
ing the fact that the technic in no way en- 
hances or promotes metastasis.* Since 1936, 
Mohs has applied this method clinically in 
nearly 5,000 patients with cancer. He recently 
published a complete treatise dealing with 
the mechanics of the technic and the clinical 
results.’ Articles dealing with this method as 
applied by dermatologists have been written 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Fifty-Second Annual Meeting, 
New Orleans, La., November 3-6, 1958. 

+From the Department of Dermatology, University of Texas 
Medical Branch, Galveston, Tex. 

The study was aided in part by a grant from the American 
Cancer Society, Texas Division, Inc., Austin, Tex. 


by Lunsford’ and Laubenheimer® and their 
co-workers. 


Technic 


The chemosurgical method entails the or- 
derly removal of a neoplasm in stages with 
microscopic control as the principal advan- 
tageous feature over other methods. Briefly, 
the technic is carried out as follows: 

1. The gross neoplasm is surgically am- 
putated under local procaine anesthesia and 
remaining pockets may be removed with a 
dermal curet. A portion of the gross tumor is 
submitted for frozen section to establish the 
microscopic diagnosis and the remaining por- 
tion is processed for a more permanent, paraf- 
fin section. Hemostasis is obtained through 
the application of dichloracetic acid. 


2. If the tumor proves to be malignant, a 
2 to 3 mm. margin of keratin is devitalized 
surrounding the saucerized base so the kera- 
tin will not retard the fixative action of the 
zinc chloride paste. A layer of the fixative 
(consisting of 34.5 cc. zinc chloride saturated 
solution [4:1], 40 Gm. stibnite, and 19 Gm. 
Sanguinaria) sufficient to penetrate 2 to 3 
mm. of tissue is applied and left in place 
from 4 to 24 hours. The depth of penetration 
of the fixative into the tissues is directly 
proportional to the thickness of the fixative 
layer and the length of time the fixative is 
left in place. 


3. At the end of the predetermined fixa- 
tion period, a layer of fixed tissue is excised 
in a horizontal plane by sharp scalpel dissec- 
tion. No anesthesia is required and no bleed- 
ing is encountered as long as the scalpel fol- 
lows a plane within fixed tissue. The excised 
tissue is divided into pieces of a size easily 
handled by the technician. A map is drawn 
of the area under treatment and the corre- 
sponding areas on the map are numbered as 
the pieces are excised. Edges of the excised 
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tissue are marked with red and blue dyes and 
these markings are transposed to the map 
for ready orientation of the tissue under the 
microscope. 

4. Frozen sections are cut in a horizontal 
plane from the underneath surface of the 
specimens and stained with a modified hema- 
toxylin and eosin stain.? Each section is ex- 
amined in a meticulous, systematic manner 
under the microscope and any remaining neo- 
plastic areas are carefully marked on the 
map. 

5. If neoplasm remains, selective reappli- 
cation of the fixative to involved areas is 
carried out. This allows removal of tumor 
tissue while normal tissue is spared. Steps 3 
and 4 are repeated until all tumor-bearing 
tissue has been selectively removed and a 
tumor-free plane has been reached as ascer- 
tained through microscopic studies. 

6. In 7 to 10 days the remaining fixed 
tissue separates leaving a bright red, granu- 
lating base which resists infection and heals 
readily. The resultant scar tissue is soft, 
pliable and relatively nonsusceptible to ma- 
lignant transformation later. 

A more detailed explanation of the me- 
chanics of the chemosurgical method may 
be found in Mohs’ textbook.* 


Materials and Results 


A total of 27 cases of cutaneous malignancy 
are included in the present series. The cel- 
lular types encountered and the sites of in- 
volvement are shown in table 1. The reported 
cases have been followed from | to 13 months 
without a recurrence. 

As shown in table 2, the chemosurgical 
technic was used alone in certain cases and 
in other cases the Mohs’ method was inte- 
grated with stages of the electrosurgical tech- 
nic. There was some question in the begin- 
ning as to whether the use of the electro- 


TABLE 1 
CELLULAR TYPES AND SITES OF INVOLVEMENT 


Basal Squamous Lentigo 
Site Cell Cell Maligna Total 

Face and neck 7 z ] 10 

2 4 6 
Nose 4 1 5 
Hand 3 3 
Canthus of eye 2 2 
Nasolabial fold 1 1 
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TABLE 2 
TREATMENT METHOD EMPLOYED AND RESULTS 


Negative Negative Negative 

Method Ist Layer 2nd Layer 3rd Layer Total 
GROUP I 

Chemosurgery 3 3 6 
GROUP II 

Curet and 

chemosurgery 4 3 1 8 
GROUP III 

Curet, coagulation, 

curet and chemosurgery 3 4 1 8 
GROUP IV 


Curet, coagulation, 
curet, coagulation and 
chemosurgery 4 1 5 


cautery would distort cellular morphology to 
such an extent that the chemosurgical method 
would be useless following the cautery. How- 
ever, by lightly curetting the coagulum fol- 
lowing the use of the electrocautery, it was 
discovered that chemosurgery could be used 
with very little, if any, distortion of micro- 
scopic features of the tissues. Additionally, 
increased bleeding and friability of tissues 
due to cauterization were not encountered as 
the first fixed layer was excised.* 


In a few cases the gross tumor was removed 
by curettage before chemosurgery was in- 
stituted, as has previously been advocated by 
Lunsford and co-workers.’ In later cases, 
Group II-IV in table 2, more and more steps 
of the electrosurgical technic were inserted 
before beginning chemosurgery, until, finally, 
in Group IV of table 2, the entire electro- 
surgical technic was carried out before chemo- 
surgery was begun. 

Even though the series is small, the results 
in table 2 indicate that as more electrosurgical 
steps were inserted before chemosurgery, the 
more often a first fixed layer was found to 
be negative for residual tumor. This means 
that electrosurgery plus chemosurgery can 
shorten the over-all time required to eradi- 
cate a tumor, thus making the application of 
the technic more feasible in everyday der- 
matologic practice. The disadvantage of the 
electrosurgical innovation would be the need- 
less additional tissue destruction required 
with electrosurgery plus chemosurgery as com- 
pared with the use of chemosurgery alone. 
A representative case history bringing into 
sharper focus some of the previously men- 
tioned points follows. 


Case (Fig. 1, A-D). A 65 year old white male care- 
taker came to the Dermatology Clinic with an ul 
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cerated lesion at the mucocutaneous junction of the 
jower lip (Fig. 1,A). The lesion was asymptomatic 
and he had come to the clinic at the suggestion of 
his supervisor. 

History. An ulceration had appeared at the site 
following Wauma some 27 years ago. The patient had 
noted no evidence of healing nor any tendency to 
progression during the ensuing years. The patient was 
not a pipe-smoker but did smoke one-half pack of 
cigarettes daily. 

Examination. There was an_ ill-defined, pearly 
nodule on the cutaneous surface of the right side of 
the lower lip. On simple visualization in a good light, 
the lesion appeared to be 1.5 by 3 cm. in size, but 
on manual examination an additional 0.5 by 0.5 cm. 
deep, subcutaneous extension could be palpated. 


Procedure. Treatment was begun on May 23 with 
a biopsy which revealed basal cell carcinoma on frozen 
section. The involved site was immediately curetted, 
electrocoagulated and then recuretted to shorten the 
over-all treatment period. Chemosurgery was then be- 
gun. The first fixed layer (24 hours later) demonstrated 
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microscopically a deep residual tumor as illustrated 
by the shaded areas in figure 1,B.1 The second fixed 
layer (48 hours later) had deep tumor areas as in 
figure 1,B.2 The third and final fixed layer, 72 hours 
after commencing therapy, was microscopically nega- 
tive for any residual basal cell carcinoma. Seven days 
after completing treatment the remaining fixed tissue 
separated, leaving a bright red, granulating base (Fig. 
1,C). Complete healing was noted 3 weeks after the 
surgical procedure was completed (Fig. 1,D) . 
Comment. The eradication of this tumor 
was accomplished in 72 hours with the com- 
bination of electrosurgery and chemosurgery, 
whereas, chemosurgery alone would certainly 
have taken an additional 24 to 48 hours. 


Discussion 


The Mohs’ chemosurgical method is a neces- 
sary addition to the dermatologist’s arma- 
mentarium for the removal of cutaneous 


FIG. 1 


(A) Palpable extent of tumor outlined on the skin with dye. (B) Saucerized base of tumor site after removal of final layer 
chemosurgically; (1) and (2) outlines of tumor site with shaded areas illustrating silent tumor extentions remaining after 
tumor had been curetted, electrocoagulated, and recurreted; (1) positive areas for tumor in microscopic section of first fixed 
layer (24 hours after commencing therapy); (2) positive areas for tumor in microscopic section of second fixed layer (48 
hours after commencing therapy). (C) Removal site after spontaneous separation of final fixed tissue revealing a bright red, 
granulating base (7 days after commencing therapy). (D) Resultant scar following healing by third intention (4 weeks after 


commencing therapy). 
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neoplasms. It combines the certainty of cure 
and conservation of normal tissue by micro- 
scopic control with the simplicity of being 
an outpatient procedure. It is well tolerated 
by the geriatric group since general anes- 
thesia is not required. In the far-advanced 
cases, due to neglect on the part of the 
patient, the Mohs’ method offers an excellent 
prognosis in a case in which the certainty 
of eradication of the primary tumor would 
be questionable with any other technic. The 
disadvantages of the chemosurgical method 
are primarily in its technical mechanics: the 
need for a specially trained laboratory tech- 
nician, prolonged experience with the method 
on the part of the operator, and the time 
consumed in actually completing the treat- 
ment in any one Case. 

None of these disadvantages can be elimi- 
nated without the sacrifice of one of the 
technic’s advantages. However, in our study 
it is shown that time can be saved by the 
combination of electrosurgery and chemo- 
surgery. A small amount of normal tissue is 
sacrificed in saving time and hence one of 
the advantages of the use of the chemosurgical 
method alone is partially defeated. However, 
the added tissue destruction is not of suf- 
ficient magnitude to add significantly to the 
resultant scar. 

This combination is not feasible in all 
cases, but the time saved in those cases in 
which it is used can be considerable. As an 
example, the zinc chloride fixative is left in 
place from 4 to 24 hours between excision 
of subsequent layers. If the chemosurgical 
method can be shortened by 2 or 3 layers by 
electrosurgical means, then | to 3 days can 
be saved in over-all time consumed in treat- 
ing any one patient. Mohs has modified his 
original method by surgically amputating the 
gross tumor mass in an attempt to save time.* 
Lunsford and co-workers® added curettage of 
the tumor pockets as a further technic de- 
signed to save time. And now, we have 
attempted to further conserve time through 
the use of electrosurgical methods. 


Conclusions 


With full realization of the importance 
of the Mohs’ technic in the treatment of 
cutaneous neoplasia, we have attempted to 
make use of the method in dermatologic 
practice more practical through the all im- 
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portant feature of conservation of time. All 
dermatologists have the electrosurgical tech- 
nic readily available in their practice, and 
those with the added feature of laboratory 
technical assistance in tissue sectioning, could 
integrate chemosurgery in their practices with 
some additional training on the part of the 
physician and technician alike. 

Chemosurgery need not be used in all cases 
of cutaneous neoplasia, or in even a majority 
of the cases; but it can be used to good ad- 
vantage in those cases particularly where, 
through clinical observation or previous re- 
currence of the tumor, there is a reasonable 
doubt as to the successful cure of the lesion 
by any other technic but chemosurgery. 


Additionally, the electrosurgical modifica- 
tion of chemosurgery can be used as a teach- 
ing aid in the training of the resident phy- 
sician in the field of dermatology. In the 
Department of Dermatology at The Univer 
sity of Texas Medical Branch in Galveston 
we now attempt, on a small scale at present, 
to use chemosurgery as a check on our electro- 
surgical technics. It is used particularly in 
those lesions which, through previous ex- 
perience, might prove to be treacherous by 
silent extensions. Several of the cases in this 
series proved to be of this particular .type 
and these helped to establish a greater re- 
spect for cutaneous malignancy in the minds 
of the resident staff. 


Summary 


1. The history and technic of the Mohs’ 
chemosurgical method for the treatment ol 
cutaneous neoplasia is presented. 


2. Twenty-seven cases treated in this man- 
ner, with certain modifications, are discussed 
as to cell types encountered, skin sites in- 
volved, and results. 


3. An electrosurgical modification of the 
chemosurgical method is suggested as a ma- 
neuver to save time in the over-all treatment 
of any one case. 

4. This electrosurgical modification makes 
the over-all modified technic more easily ap- 
plied in routine dermatologic practice plus 
offering a technic which can be used in the 
training of physicians in the field of cv 
taneous neoplasia. 
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Discussion (Abstract) 


Dr. C. F. Lehmann, San Antonio; Tex. The de- 
velopment of the technic of chemosurgery by Mohs 
has truly been an epic in medicine. At first he ex- 
perimented on mouse cancers, learning that the method 
did not cause metastasis and developing the proper 
base for the paste that would have a low affinity for 
the fixative and a high permeability of tissue. He 
gradually extended its application to larger cancers 
and now successfully treats advanced skin carcinomas 
as well as some of the cavitary ones. It is also used 
on gangrene and some benign neoplasms and some 
of the infectious tumors. 


Mohs has become a peer in cancer therapy. His 
endeavors make a fascinating story, and whether one 
contemplates adopting his technic or not, one would 
enjoy reading his monograph. 

When used on smaller lesions the end result com- 
pares more favorably with surgical excision and radia- 
tion, plus the fact that there is not the atrophy in 
normal structures that is incident to cancericidal doses 
of irradiation. When used on larger lesions, particularly 
in treatment failures after surgery and/or radiation, 
we see the most dramatic result. Because it is a 
selective method of tracing out the pseudopod exten- 
sions of cancer cells, it has salvaged many hopeless 
cases, particularly those in which there have been 
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used excessive doses of irradiation, and in which the 
lesion has become treatment-fast. 

The amount of scarring after using the paste is 
minimal and healing is phenomenal. 


Mohs has cautioned us that there are certain 
requisites that must be met by anyone who adopts 
the technic, to wit: (1) one must have a broad knowl- 
edge, such as a knowledge of the anatomy of the part 
to be treated so he can predict what structures the 
fixative will penetrate; (2) he must know the expected 
natural behavior of various neoplasms; (3) he must 
have a fair knowledge of histopathology, being able 
to differentiate nests of cancer cells, perivascular 
infiltrates and adnexal cells; (4) he must have a 
special set-up of paraphenalia and trained technical 
help; and (5) lastly, and most important, he must 
have the temperament for detailed, meticulous, un- 
interrupted work. 

To practice chemosurgery on a broad scale and to 
become as efficient as Mohs, would require years of 
sustained effort and experience. However, as he says, 
the more it is practiced, there will be an increasing 
demand for it, and until a specific cure for cancer is 
found, every large clinic and hospital should have a 
chemosurgical department with specially trained per- 
sonnel. 


Very few of us can become a Mohs. However, this 
technic can be adapted on a limited scale by various 
specialties such as dermatology and even can be used 
as an office procedure. This has been demonstrated 
by Allington and Lunsford, and today by Wilson. 


The essayist modifies the technic somewhat by pre- 
liminary electrosurgery. There is no criticism of this 
unless electrocoagulation is deep and extensive, and 
interferes with staining of the cells, or adds more to 
scarring. He mentions that it demonstrates to students 
the characteristics and behavior of cancers of the skin. 
This is another reason in favor of clinics and hospitals 
adopting the procedure. 

Dr. Wilson is to be complimented for taking up 
the procedure. I am sure that the more he uses it 
the more his enthusiasm will increase. 
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Clinical Observations on the Relation 
of Muscular Rigidity and ‘Tremor in 


Idiopathic Paralysis Agitans* 


HERBERT W. PARK, M.D., and NORMA HAJEK-NICHOLS, Ph.D..+ 


Richmond, Va. 


In 1894, Hughlings Jackson! expressed the 
opinion that tremor in paralysis agitans was 
“rigidity spread out thin,” and rigidity was 
“tremor run together.” In contradistinction 
Walshe,” in 1924, postulated that the neural 
mechanism for muscular rigidity and tremor 
were distinct and separable phenomena. His 
studies revealed that intramuscular injections 
of 1% procaine solution abolished the parkin- 
sonism rigidity, while leaving the voluntary 
power and tremor unimpaired. He concluded 
that muscular rigidity in the disease must be 
regarded as a true proprioceptive reflex reac- 
tion and that the muscle was rendered atonic 
by being “de-afferented.” Since that time vari- 
ous opinions have been expressed sporadically. 
Generally speaking, the impression gained 
from the literature is largely in support of a 
close interrelationship between rigidity and 
tremor in this disorder. 

In the course of undertaking a more exten- 
sive survey of the clinical effects of metho- 
carbamol,* two patients with early paralysis 
agitans were chosen as control subjects, since 
this disorder does not involve the pyramidal 
system directly. Because this chemical com- 
pound has been demonstrated to act at the 
level of the spinal cord through a depression 
of multisynaptic pathways,? and has no ap- 
parent activity upon the motor nerves, muscle 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fifty-Second An- 
nual Meeting, New Orleans, La., Nov. 3-6, 1958. 

+From the Departments of Physical Medicine and Rehabilita- 
tion, and Physiology, Medical College of Virginia, Richmond, 
Va. 


*The methocarbamol used in this study was furnished as 
Robaxin through Jack Freund, M.D., Associate Director of 
Clinical Research, A. H. Robins Company, Inc., Richmond, 
Va. 


tissue, myoneural junction or monosynaptic 
arcs, it was assumed that methocarbamol 
would have no significant effect on this symp- 
tom complex. However, the results were of a 
positive nature and appear to have direct 
bearing on the problem of the relation of 
muscular rigidity and parkinsonism tremor. 
Therefore, these incidental clinical observa- 
tions in two patients are reported for the pur- 
pose of stimulating further interest. 

Case 1. V. L. L., a 58 year old married woman was 
referred to the Medical College of Virginia on Oct. 29, 
1957, because of complaints of easy fatigability, “stiff- 
ness,” a feeling of being “glued together,” and an ex- 
cessive fear of falling. These symptoms had been in- 
creasing slowly over the preceding 3 to 4 years. Prior 
to this examination she had been seen at intervals by 
several physicians who suspected early idiopathic 
paralysis agitans. 

Examination revealed an asthenic, grey-haired, little 
lady who appeared to be quite fatigued. Her voice was 
clear but had little tonal inflexion. She had flattened 
facies and was loathe to move. When she stood up 
there was a distinct tendency to fall backwards. When 
she started walking forward she assumed an attitude 
of slight forward flexion of the trunk, and the first 
several steps were shortened. As she walked her arms 
remained in a slightly flexed position at the elbows 
and there was very little motion of the arms with the 
gait. When she turned around on one spot the act was 
performed by rotating on the balls of her feet and 
without lifting her feet from the floor. On close in- 
spection a rhythmic, reciprocating tremor was present 
in the left upper extremity when she was sitting 
quietly. Distinct “cog-wheel” rigidity was demonstrable 
on passive motion of the left elbow, wrist and knee. 

Other than these observations, the neurologic exam- 
ination revealed only physiologic findings. At the time 
of this initial visit the patient was taking no medica 
tion. The physicians concerned agreed in utilizing the 
case for control purposes in the study of methocat- 
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bamol. She was started on the medication at 8 Gm. a 
day in 4 divided doses. 

On the return visit on Nov. 8, the patient literally 
waltzed into the office and announced that the heavi- 
ness and fatigue had disappeared. The tonal qualities 
of her voice were more fluid, and her willingness to 
move was nearly compatible to other persons her phy- 
siologic age. Her ability to go up and down stairs in- 
dicated that the fear of falling had abated markedly. 

When she was sitting quietly the magnitude of the 
tremor was much more evident than observed previ- 
ously. The frequency of the tremor was unchanged. 
The “cog-wheel” phenomenon was present on passive 
motion of the joints of the upper and lower extremi- 
ties bilaterally. However, the plastic resistance to pas- 
sive motion had cleared almost entirely. 

The medication was continued at the same level. On 
Nov. 26, 1957, motion pictures and other recordings 
were made, and she was returned to the care of her 
family physician. 

On Oct. 8, 1958, the family physician offered follow- 
up information. He stated that during the past year 
there had been further increase in the magnitude of 
tremor. He reported that with continued use of meth- 
ocarbamol it had been possible to partially control the 
degree of muscular rigidity. This became clearly ap- 
parent when she was admitted to a hospital about 2 
months ago and the medication was discontinued for 
14 days. During that period the signs of rigidity in- 
creased and on reinstituting therapy she returned 
to the preadmission state. At present she received 
methocarbamol 1.5 Gm. qi. (6 Gm. per day). 


Case 2. M. A., a 76 year old widow was referred to 
the Medical College of Virginia on Dec. 17, 1957, be- 
cause of “stiffness,” “tiredness,” and “nervousness” 
which had been gradually increasing over a 5 year 
period. Her symptoms had advanced to the point 
where the family thought it advisable for her to dis- 
continue her “baby sitting” work. 

The physical findings in this case were almost iden- 
tical to those described for the first patient. The only 
difference was that the tremor was present in the 
right upper extremity rather than the left, and her 
voice had a more lyrical quality. 

On Jan. 24, 1958, at the time of the follow-up ex- 
amination, special tests were done including measure- 
ment of grip strength, motion picture, tremorgraphic 
and electromyographic recordings. The electromyo- 
graphic recording revealed bursts of action potentials 
lasting 100 milliseconds and rhythmic at the pace of 
5.3 per second. The magnitude of the action poten- 
tials recorded ranged from 70 to 100 microvolts. She 
was started on placebo medication (4 tablets q.i.d.). 


Follow-up tests on Jan. 28, revealed no change in 
subjective symptoms or objective findings. Actually 
the patient became discouraged because the family 
kept telling her how much better she was doing and 
she could see no change. 


The methocarbamol medication (8 Gm. per day in 
4 divided doses) was started at this time. 

Over a 48 hour period the symptoms of muscular 
rigidity became markedly reduced. The tests were re- 
peated on Feb. 7. There was no reduction in strength 
or change in the frequency of tremor. The only meas- 


urable difference was an increase in the magnitude of 


the tremor. This was confirmed by the electromyo- 
graphic and tremorgraphic recording. The duration, 
rhythmicity and magnitude of the action potentials 
remained unchanged. The physical excursion of the 
tremor was greater by tremorgraphic recording. This 
is predictable because of the decrease in rigidity. 


Since that time the patient has been seen regularly 
on follow-up visits. It has been found in this patient 
that 8 Gm. per day on 3 days a week (Monday, Wed- 
nesday and Friday) appears to yield maximum control 
over the muscular rigidity. However, as far as the pa- 
tient is concerned, she is without undue subjective 
fatigue or stiffness taking the medication one day a 
week. At this dosage level there is objective evidence 
of rigidity in gait and with rapid coordinated motion. 


No toxic or undesirable side effects have been noted 
in either case. 


Discussion 


Clinically, the early response to methocar- 
bamol was identical in both patients. Both 
demonstrated an overt decrease in muscular 
rigidity with the medication. It is apparent 
that the medication does not alter or prevent 
progression of the pathologic changes. The 
first patient has continued to have increase in 
tremor activity during the past year while the 
latter appeared to have a static disability for 
the period of study. 

The matter of comparative therapeutic ef- 
fectiveness of methocarbamol is of little con- 
cern in this study. Many medications are re- 
ported to have an ameliorating effect on rigid- 
ity and tremor. Instead, the point of impor- 
tance is the fact that the rigidity of paralysis 
agitans decreases with the use of an inter- 
neuronal blocking agent. What is the site of 
action of the chemical compound? Does meth- 
ocarbamol have a direct action on the basal 
ganglia? 

Since there was no objective change in the 
rhythmicity of the tremor and duration of the 
action potential bursts, and since the only 
effective change was confined to the rigidity 
phenomenon, it seems logical to assume that 
methocarbamol has no specific action on the 
basal ganglia and serves principally as an in- 
terneuronal blocking agent at spinal cord and 
brain stem level. The effect of the medication 
in the rigidity of paralysis agitans appears to 
reduce the complex proprioceptive reflex ac- 
tivity and thereby decrease the degree of mus- 
cular rigidity. 

If these observations and deductions are 
correct it would appear that the rhythmic, re- 
ciprocation tremor has a different neurophysi- 


nol 
np- 
fa 
rect 
nor. 
rva- 
pur- 
was 
t. 29, Z 
stiff- 
n eX- 
n in- 
Prior 


1248 SOUTHERN MEDICAL JOURNAL 


ologic mechanism than muscular rigidity. 
Therefore, these clinical observations support 
Walshe’s concept that muscular rigidity and 
tremor are distinct and separable phenomena. 


Summary 
Two patients with idopathic paralysis agi- 
tans are reported in whom the muscular rigid- 
ity was significantly reduced without altering 
the tremor in response to an interneuronal 
blocking agent, methocarbamol. This supports 
the concept that the neurological mechanisms 
producing tremor and muscular rigidity are 
different. 
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Discussion (Abstract) 


Dr. George D. Wilson, Asheville, N. C. Dr. Park 
has brought to our attention the use of methocar- 
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bamol as an adjunct in the management of parkin. 
sonian rigidity and tremor. He reviewed the literature 
to find that Jackson, in 1894, expressed his belief that 
tremor and rigidity in paralysis agitans were identical; 
and that Walshe, 30 years later postulated rigidity and 
tremor as separate phenomena. Dr. Park reports two 
patients, having diagnosis of paralysis agitans, who re- 
sponded dramatically in relief of muscular rigidity and 
vet not affecting tremor. Dosage of 8 Gm. per day 
was necessary at first, and then reducing dosage with 
no side effects. The patients were studied by movies, 
electromyographic and tremorgraphic recordings. 

Personal observations using methocarbamol for pa- 
ralysis agitans concurs with Dr. Park’s observation in 
relief of muscular rigidity. In my observation, rigidity 
was not relieved on 3 or 4 Gm. per day. By chance 
one patient discovered by taking 1.5 Gm. within a 
period of one and a half hours, she lost her rigidity, 
relief of the feeling of glued joints, hand grip in- 
creased 10 Ibs. in both hands, the shuffle gait disap- 
peared and she stated she felt free and had no fear of 
descending stairs. Her great relief was being free to 
go shopping without embarrassment. 

The blood count and blood pressure remained un- 
changed with increased intake of from 6 to 8 Gm. per 
day. 

Dr. Park is to be commended for bringing out the 
fact an interneuronal blocking agent may support 
Walshe’s concept that muscular rigidity and tremor 
are separate phenomena. 
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Cataract Surgery: Clinical Evaluation of 204 


Cataract Operations* 


LOUIS A. BREFFEILH, M.D.,t Shreveport, La. 


The author describes his technic for cataract surgery and demonstrates his results. 


In 1951, I moved to Shreveport and estab- 
lished my ophthalmologic practice. After per- 
forming 204 cataract operations, I decided to 
evaluate the clinical results. During this same 
period, another 100 cataract extractions were 
performed at the Confederate Memorial Med- 
ical Center. These cases were not included in 
this series as a clinical evaluation was not 
possible. 


Table 1 shows the lean years of an ophthal- 
mologic practice. The number of patients 
operated upon each year has increased in pro- 
portion to the size of the office practice. Con- 
genital defects and complicated cataracts were 
not included in this series.! These cases should 
be presented in a separate publication. 


Clinical Material 


The majority of my patients were white 
and numbered 192. Of this number, 95 were 
males and 97 were females, indicating only a 
slight difference between the sexes. This is 
not a true comparison as there is a large Vet- 
erans Administration Hospital in the com- 
munity, and any veteran may have a cataract 
operation done there free of charge. There 
were only 12 Negroes in the series. Seven were 
men and 5 were women. The majority of 
Negroes in this community have operations 
done without cost at the Confederate Memor- 
ial Medical Center, since it is a part of the 
Charity Hospital System of the State of 
Louisiana. 

In this series there were 114 patients who 
had their right eye operated upon, and in 90 
it was the left eye. There were 14 monocular 
patients in this series, 34 patients had both 
eyes operated upon. All the patients were 
given bilateral cataract corrections and were 


“Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 

_tFrom the Department of Ophthalmology, Division of Post- 
Graduate School of Medicine, Louisiana State University Med- 
ical School at Confederate Memorial Hospital, Shreveport, La. 


TABLE 1 

1951 5 
1952 12 
1953 20 
1954 19 
1955 26 
1956 40 
1957 48 
1958 (6 mos.) 34 

Total 204 


able to fuse the vision. This is a problem that 
has discouraged operations on both eyes. If 
the operation is performed on the second eye 
before vision is lost and ocular deviation oc- 
curs, fusion is possible. Where there is an ob- 
vious ocular deviation, I do not recommend 
surgery. Many of the patients with slight devi- 
ation do develop fusion with prisms or decen- 
tration of the lenses. Orthoptic exercises are 
rarely needed. 

There were 14 patients who had had a pre- 
vious cataract operation performed elsewhere. 
Two had been successful and 12 were unsuc- 
cessful. The cause of failure was bullous kera- 
titis in 9 cases, glaucoma in one case, and en- 
dophthalmia in two cases. The cases of kera- 
titis stimulated clinical research to determine 
the cause and prevention of this condition. 
This clinical investigation disclosed that the 
site and subsequent closure of the wound is 
an important factor. The best site for the in- 
cision is one millimeter posterior to and par- 
allel to the limbus. The wound closure seems 
to be aided by the vascularity in this area, and 
the postoperative corneal edema is transient 
and visual improvement is more rapid.? 


There were 189 patients who had intracap- 
sular and 15 who had extracapsular cataract 
extractions. The tumbling technic with the 
Arruga forceps or the Dimitry-Bell erisiphake 
was used in the majority of the patients. The 
forceps were preferred and the erisiphake 
used only if a tight capsule was encountered. 
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The extracapsular extractions were often 
planned, but the majority were a result of a 
lens capsule ruptured during the delivery. 
Complete iridectomies were performed on 115 
cases, and peripheral iridectomies (round 
pupils) on 89 patients. The complete iridec- 
tomies were done as a routine procedure from 
1951 to 1955. I found it easier to remove the 
lens in this manner with an untrained nurse 
assistant. Since 1955, I have had my own sur- 
gical nurse, and since then 89 round pupils 
and 33 complete iridectomies have been 
performed. 


Technic 


The surgical technic, I feel, should be flex- 
ible and changed as necessary to fit the situa- 
tion. After much consideration, the follow- 
ing procedure was devised as a basis for cata- 
ract surgery and variation in technic was 
made as needed.* 

The preoperative preparation, consisting of 
a smear and culture of the conjunctiva and 
the medicolegal requirements, are completed 
before the patient is admitted to the hospital. 
The eyelashes are trimmed in the office as a 
preoperative preparation, thus marking the 
eye to be operated upon. Preoperative medi- 
cations consist of chlorpromazine 25 mg. on 
admission and repeated at 6 a.m.; an anti- 
biotic of choice is given on admission and at 
6 a.m.; secobarbital 0.1 Gm. is given orally 
at bedtime. Sodium phenobarbital 0.13 Gm. 
and adrenosem salicylate 5 mg. are given in- 
tramuscularly at 6 a.m. Meperidine (Demerol) 
50 mg. or alphaprodine (Nisentil) 30 mg. may 
be administered at 6:30 a.m., if desired. Since 
the operating room is also used for general 
surgery, the ophthalmic surgery should be 
completed first, to reduce the chances of con- 
tamination. 

The local anesthetic consists of 0.59%, tetra- 
caine or 4% cocaine solution as drops to the 
cornea. Two per cent lidocaine (Xylocaine) or 
procaine with hyaluronidase (one drop to 
each cc. of anesthetic) is injected for akinesia. 
If not contraindicated, epinephrine hydro- 
chloride is added in a 1:50,000 dilution. An 
O'Brien, Van Lint, or combined procedure 
may be used with retrobulbar injection. Such 
anesthetic will last approximately 45 minutes; 
thus the operation must go smoothly, simply 
and with no lost motion. 

The skin and adnexia are prepared with 
green soap, saline and nitromersol (Meta- 
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phen) 1:2,500 solution. Phisohex and 1:1,000 
benzalkonium chloride (Zephiran Chloride) 
solution may be used if the cornea is protected 
and thoroughly irrigated after its use. The 
anesthetic is injected and the head draped 
with the eye exposed. Traction sutures of 
0000 black silk are placed in the upper and 
lower eyelids and beneath the superior rectus 
tendon. Mosquito forceps are used as traction 
weights. These sutures are easily released if it 
becomes necessary to close the eyelids during 
the operation or to release the tension on the 
superior rectus muscle (Fig. 1). 


A corneal traction double arm 000000 mild 
chromic catgut suture is placed near the lim- 
bus at twelve o’clock as shown in figure | (1). 
This suture will be used by the assistant to 
retract the cornea during the intraocular por- 
tion of the operation. A conjunctival limbal 
base flap, as shown in figure 1, is prepared 
from three to nine o’clock. The flap is freed 
to the limbus. A groove incision is made in 
the sclera about 1 mm. behind the limbus 
using the Von Graefe or Lundsgaard knife. 
This site was chosen after studying various 
positions and places of the incision. It was 
found to result in less postoperative keratitis 
and prevented bullous keratitis in 6 patients 
who had surgical failures in the other eye due 
to this condition. These cases are being pub- 
lished.1 Two 000000 chromic catgut sutures 
are placed through the adjoining edge of the 
grooved incision at about ten and two o'clock, 
as shown in figure | (2). These sutures are to 
be buried beneath the conjunctival flap on 
closure of the incision. A keratome is used to 
complete the groove incision into the anterior 
chamber as shown in figure 1 (3). The incision 
is widened with corneal scissors, and a muscle 
hook and forceps may be used to separate the 
sutures during this procedure. The sutures are 
then prepared for tying. The assistant retracts 
the cornea with the preplaced suture, and a 
peripheral iridectomy is performed as shown 
in figure 1 (4). The Arruga forceps or Bell 
erisiphake is applied to the lower pole of the 
lens capsule. The muscle hook is applied to 
the cornea at the limbus for counter pressure, 
as shown in figure 1 (5). The lens is extracted 
by the tumbling technic. The preplaced su- 
tures are then tied as shown in figure | (6). 

The conjunctival flap is then closed with 
continuous or interrupted 000000 chromic or 
plain catgut sutures. Air is injected into the 
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FIG. 1 


anterior chamber as shown in figure 1 (7). The 
pupil usually constricts due to the iris trauma. 
One-half or one per cent pilocarpine may be 
instilled if the pupil fails to constrict. 


The corneal traction suture may be carried 
through the conjunctiva and tied as a mat- 
tress suture as shown in figure | (8). This 
gives a tighter approximation of the wound 
at twelve o’clock. 


The iris may be caught in the wound but 
this is not a serious complication. By the time 
the sutures are tied, the air injected into the 
anterior chamber, and the pilocarpine in- 
stilled, the iris has usually returned to its nor- 
mal position. If these measures fail, pressure 
on the conjunctiva at the wound site will re- 
posit the iris in most patients. If all else fails, 
the iris repositor is easily inserted beneath the 
conjunctival flap and the iris reposited. 


An antibiotic ophthalmic ointment may be 
safely instilled in the conjunctival sac. Both 
eyes may be bandaged. In patients with senile 
psychosis the unoperated eye is not bandaged 
to aid orientation. The eye is bandaged the 
night after surgery as tearing makes the eye- 
pads uncomfortable. One per cent atropine is 


usually instilled to relieve iris spasm and to 
prevent adhesions to the hyaloid membrane. 
The eye which was not operated upon may be 
left unbandaged if desired. 

Postoperative care consists of making the 
patient as comfortable as possible. The back- 
rest may be raised or lowered as desired. 
Turning on the side opposite to the operation 
with a pillow to the back is permissible. The 
diet consists of soft foods for 4 days and there- 
after a regular diet. Sedatives used may be 
meperidine, alphaprodine or secobarbital as 
needed. Aspirin and other salicylates are not 
permitted in any form, since I believe these 
medications cause hemorrhage, especially on 
the fourth to sixth day. Postoperative hemor- 
rhage has been rarely seen since this medica- 
tion has been discontinued. Bathroom privi- 
leges are permitted on the third or fourth 
day. The patient may be discharged on the 
fifth or sixth day. 


Results 


The clinical results in this series were 199 
successful operations and 5 failures. The sur- 
gical failures were panophthalmitis 1, expul- 
sive hemorrhage 2 (one at the time of opera- 
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TABLE 2 TABLE 4 

Sphere Number Sphere Number 20/20 = 61 20/50 =3 
6 12 62 20/25 = 76 20/60 = 3 
8 2 13 48 20/30 = 34 20/100 = 2 
9 2 14 29 20/40 = 15 20/200 = 2 
10 6 15 16 

11 26 16 4 


tion and the other 24 hours later), and 2 de- 
veloped bullous keratitis. One patient com- 
mitted suicide. It is essential that we remem- 
ber that many of our patients are old and 
many have senile psychotic symptoms. These 
patients must be under constant surveillance. 
Leaving the eye not operated on uncovered 
aids orientation. Complications after opera- 
tion were prolapse of the iris in 4 cases, but 
since the iris blebs were covered by conjunc- 
tival flaps, further operation was not neces- 
sary. Two patients developed glaucoma and 
were controlled with miotics. Macular edema 
and resulting central scotomas developed in 5 
patients. These patients were all senile with 
marked arteriosclerotic retinopathy and their 
complications developed from 1 to 5 years 
after operation. Five patients developed a de- 
tached retina, 4 were men and one a woman. 
All 5 were operated upon for the retinal de- 
tachment; 3 were failures. Fortunately, the 2 
patients who responded to operation had 
monocular vision. One had lost his vision 
from a previous aphakic retinal detachment 
which did not respond to operation. The 
other patient lost his vision from thrombosis 
of the central retinal artery. 

The spherical correction of the patients 
present an interesting observation. Thirty- 
nine of the patients were corrected with 
spheres only. This indicates a tight closure of 
the incision and has occurred more frequently 
in the last few years. This is the result of im- 
proved technic and better wound healing. 
Table 2 gives the number corrected by each 
diopter sphere. The greatest number of cor- 
rections (181) were between +11.00 and 
+ 15.00 diopters. Of this number 62 were cor- 
rected with +12.00 diopter sphere. 


TABLE 3 
Cylinder Number Cylinder Number 
—0.50 14 —3.00 ll 
—1.00 43 —3.50 4 
—1.50 28 —4.00 4 
—2.00 35 —4.50 1 
—2.50 15 —5.00 1 


The cylindrical corrections in this series 
were also interesting. I had thought that 
large cylindrical corrections were needed after 
cataract surgery. In this study the majority of 
patients were corrected with cylinders of less 
than 3.00 diopters. The greatest correction 
was with 1.00 diopter cylinder (Table 3). 

The visual results are shown in table 4. 
One hundred eighty-six patients had vision 
of 20/40 or better. One patient with 20/60 
vision also had a corneal transplant. The 
patient with 20/200 vision had marked retinal 
scars from arteriosclerosis. This patient was 
aided with the yellow Kalichrome lenses 
The other patient with decreased vision had 
pathological retinal changes. 

The ages of the patients are shown in table 
5. The youngest patient was 36 and the oldest 
90 years of age. The distribution was fairly 
even through the years with slow increase in 
the younger and a gradual decrease in the 
older patients. I was surprised at the number 
of cataracts in the patients under 60 years of 
age. The majority in this group were posterior 
capsular and Morgagni type of cataracts. With 
the increase in life span, we may expect a 
greater increase in the incidence of cataract 
in the older patients. I believe all patients 
should be examined with a dilated pupil if 
the ocular pressure permits. If changes in the 
retina or lens are noted, medication should 
be prescribed as indicated to maintain as 
healthy an eye as possible. 


TABLE 5 

Age Number Age Number Age Number 
36 1 61 5 74 10 
38 1 62 6 75 4 
45 2 63 9 76 
46 2 64 8 77 4 
50 2 65 7 78 4 
51 2 66 8 79 2 

2 2 67 10 80 6 
54 4 68 9 81 4 
56 4 69 12 82 4 
57 4 70 il 83 2 
58 5 71 6 85 1 
59 5 72 8 89 1 
60 7 73 14 90 : 
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Conclusions 


The results obtained in this study indicate 
that there has been an improvement in anes- 
thesia and its use. Medication for sedation, 
nausea, bleeding, and anxiety have lowered 
the incidence of postoperative complications. 
The improvements in surgeons training and 
their technic have also contributed greatly to 
incidence of success. 

The finding in this clinical evaluation of 
cataract surgery indicates that the cataract 
patient can be assured of success. This review 
also revealed that my last cataract failure was 
prior to 1955. Since that time I have not had 
a cataract failure in the last 148 cataract 
operations. 
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Discussion (Abstract) 


Dr. George S. Ellis, New Orleans, La. It is a privi- 
lege to discuss Dr. Breffeilh’s paper on cataract sur- 
gery. In this paper he gives us an evaluation of the 
cataract operations he has performed in his private 
practice; he is to be congratulated upon his excellent 
results. His paper reflects the value of keeping good 
clinical records with an indexing system, and the value 
of periodically reviewing one’s work to determine the 
improvements that should be made in the future. 

In the postoperative care of his cases, Dr. Breffeilh 
does not use aspirin or salicylates because they con- 
tribute to postoperative hemorrhage. Although many 
of the complications following cataract extraction have 
been eliminated, postoperative hyphemia continues to 
be a vexing problem. This is frequently caused by an 
uneven external pressure exerted upon the eye, which 
distorts and subsequently ruptures the wound. Such 
tupture of the wound is facilitated by poorly inserted 
or tightly tied sutures. 
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If mildly chromicized 000000 surgical gut is used, 
the early polymorphonuclear reaction is slight. Fibro- 
blastic proliferation occurs at a normal rate and is 
well established by the fourth to sixth postoperative 
day. By the end of the first week after operation, the 
number of round cells, especially macrophages, in the 
vicinity of the suture has increased, and fragmentation 
and absorption of the suture material begins. During 
the second postoperative week, round cell infiltration 
and fragmentation increase, and there is observed a 
vascular reaction in the form of dilatation and peri- 
vascular cuffing of the episceral vessels. This reaction 
is most marked in the area of the knot, and may ex- 
tend far into the wound if a suture is deeply placed. 
Fragments of sutures surrounded by granulomas may 
persist in the wound for several months. In the pres- 
ence of mildly chromicized survical gut sutures, there 
is no evidence of stromal necrosis and their surface is 
apparently not smooth enough to permit epithelial 
downgrowth along the suture tract. The vascular re- 
sponse incited by the sutures predisposes to hemor- 
rhage in the anterior chamber. Hyphemia occurs more 
frequently, and is more severe in wounds closed with 
surgical gut. 

In the presence of silk sutures, epithelium rapidly 
grows along the suture tract and may line it com- 
pletely within 48 hours. During the first postoperative 
week there is little foreign body reaction to this suture 
material. Fibroblastic proliferation is normal and the 
cellular response is minimal. Between the ninth and 
twelfth postoperative days a decided change takes 
place in the surrounding tissue. Marked round cell 
infiltration and tissue necrosis appear if the silk suture 
is not extruded or removed. The duration and degree 
of this reaction is determined by the manner in which 
the suture is placed. If it is inserted deeply, the entire 
thickness of the wound becomes involved and a grad- 
ual weakening of the incision at the site of the suture 
may occur. If such a suture is deeply placed, it may 
provide a pathway for the entrance of epithelium into 
the anterior chamber. When the material is chromi- 
cized surgical gut, the invasive quality of the epithel- 
ium is not manifest. However, when either type of 
suture material is placed too deeply, fistula formation 
may result. If the sutures are tied too tightly and 
especially if they are superficial, there may be gaping 
of the posterior edges of the wound with a resultant 
incarceration or prolapse of iris tissue. The anterior 
portion becomes necrotic and weak. 


Since many of the complications of cataract opera- 
tions are the direct result of faulty wound healing, the 
surgeon should pay particular attention to the place- 
ment and tying of the sutures and other minute de- 
tails of the wound. 
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Power Lawn Mower Injuries Are 
Preventable: 


JOHN N. McCLURE, JR., M.D.,+ Atlanta, Ga. 


The doctor should be a leader in any action or education relative to the prevention of accidents. 
The power lawn mower is no more a toy than is the automobile. It makes one shudder to 

see the carelessness with which children and youths handle the power mower. Would 

education of P.T.A. and other groups regarding this tool be worthwhile? 


DURING THE PAST TEN YEARS the power lawn 
mower industry including the manufacture, 
sale and repair of power lawn mowers has 
risen from a negligible status to one of con- 
siderable magnitude. The power lawn mower 
market in the United States is now approxi- 
mately three and a half million units yearly 
with 90° of the machines being the rotary 
type.t It is estimated that there are now 
approximately 14 to 15 million power lawn 
mowers in use in the United States. 

With the widespread use of such machines 
there has been a tremendous increase in the 
number of injuries caused by them. There 
are numerous recorded instances of fatalities 
as well as loss of limbs, eyesight, and other 
permanent disabilities resulting from power 
lawn mower injuries. Most of the accidents 
are caused by carelessness of the operator, but 
approximately 30% are the result ,of missiles 
(rocks, bones, glass, wire, nuts and bolts, etc.) 
being thrown by the machine. The rotary 
mower which commonly attains speeds of 
2,000 to 4,000 rpm. is responsible for about 
all of the serious injuries. Reel type mowers, 
on the other hand, are relatively safe and 
rarely produce wounds necessitating the atten- 
tion of a doctor. 

Some power lawn mower wounds are shown 
in the series of illustrations (Figs. 1-11).* 

Tables 1, 2 and 3 show the type of mower, 
manner of injury and the distribution of 
power lawn mower wounds as found by a 
survey of practicing private physicians 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 


+From The Buckhead Clinic, Atlanta, Ga. 


*Figures 1-3, 5-7, and 9-11 are published through the cour- 


tesy of Home Safety Review, 14:4, 1957.° 


throughout the state of Georgia. The details 
of the survey are published elsewhere.’ 

A few of the statistics are worthy of com- 
ment. It should be noted that the gasoline 
rotary mower is definitely responsible for 
88% of the accidents. This is because the 
rotary mower is a more popular machine 
(90% of sales), and it is also potentially the 
most dangerous for producing _lacerated 
wounds or missile type injuries. Seventy per 
cent of the wounds are caused by direct con- 
tact with the machine and 30% are caused 
by objects (missiles), thrown by the blades. 
In the latter category (missile wounds) 16% 
of the total involved the eyes. This is a high 
figure considering the proportion of body 


surface involved. Permanent disabilities re- 


sulted in 14% of all wounds. 

The late complication of tetanus, with and 
without fatality, has been described several 
times. Recently a nonfatal case of tetanus 
secondary to a power lawn mower wound was 
treated at the Grady Memorial Hospital. 


After inspecting a large number of different ' 


types of mowers, and studying the manner 


FIGS. 1-10 


Wire driven into the foot and out the ankle by rotary 
mower. 

Amputation of foot by rotary mower. (Courtesy Dr. 
Richard Hoover.) 

Amputation of middle finger and laceration of end of 
ring finger by rotary mower. 

Piece of wire thrown by rotary mower. Entered between 
the eye; deeply embedded in the temporal lobe. (Courtesy 
Dr. Fleming L. Jolley.) 

Eye injury caused by rock thrown by rotary mower; enu- 
cleation necessary. (Courtesy Dr. Morgan B. Raiford.) 
Amputation of four fingers by rotary power mower. 
(Courtesy Dr. C. F. Holton.) 

Amputation of toes by rotary mower. 

Triangular mower blade thrown into foot. (Courtesy Dr. 
E. C. Bass.) 

Division of Achilles tendon, posterior tibial vessels and 
nerve, laceration of tibia by rotary mower. 

Missile thrown by rotary mower entered abdomen, pet 
forated bladder, and two loops of ilium through-and- 
through, exit from buttock. (Courtesy Dr. J.M. McGehee.) 
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WIRE ENTERED POSTERIOR 
TO VERTEBRA 
TEAR BY METAL 
COAT HANGER 


COLLAPSED UPPER 
LOBE OF LUNG 


METAL ENTERED 
4th SPACE 
PROCEDED 
DOWNWARD TO 
TEAR AND 
BECAME 
EMBEODED 
IN 
LIVER 


Iwo pieces of wire thrown by rotary mower. One perforated 
lung, diaphragm and liver; the other penetrated the neck 
posteriorly. (Courtesy Drs. J. W. Daniel, Jr., and J. K. 
Quattlebaum.) 


of injury in many accidents, it is my belief 
that accidents occur because of three basic 
reasons. 

1. Faulty design of the mower. While many 
of the larger- manufacturers have attempted 
to construct mechanically sound machines, 
some of the smaller ones have produced 
mowers whose blades and other moving parts 
are poorly guarded, and from which a blade 
may become detached and thrown. Many of 
these machines are also poorly marked, or 
not at all, at danger areas. The Lawn Mower 
Institute, and The American Standards Asso- 
ciation have done much to encourage the 
adoption of a uniform safety standard code 
by the manufacturers. These efforts should be 
continued, and encouraged by the medical 
profession. 

2. Carelessness on the part of the operator. 
Most people who use power lawn mowers 
are not aware of the potential danger asso- 
ciated with them unless they have been care- 
fully instructed. It should be imperative that 
all retailers discuss with the customer the 
proper operation of the machine and give 


TABLE 1 


ACCIDENTS REPORTED 
BY TYPE OF MOWER INVOLVED 


Number Per Cent 


Total 737 100.0 
Gas rotary j 82.5 
Gas reel 7.7 
Electric rotary 5.4 
not indicated 4.3 
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TABLE 2 


INJURIES REPORTED BY MANNER OF INJURY 


Number 


Per Cent 

Total injuries 794 100.0 
Injuries by direct contact with mower 553 69.6 
Injuries by objects thrown by mower 241 30.4 


him an appropriate set of instructions for 
future reference. Owners should be particu- 
larly careful in allowing uninformed children, 
neighbors or yardmen to use the machine. 
They too may be unaware of attendant 
dangers. 

3. Missiles. In this category, a blade or 
other piece of the machine may break off 
and strike the operator or someone standing 
nearby. The rotary blades may pick up and 
throw with bullet-like force nails, wire, stones, 
glass, bones, etc. One third of all injuries are 
produced in this manner. They obviously are 
preventable only by having a safely con- 
structed machine and eliminating all debris 
from the mowing area. 


Summary and Conclusions 


In my opinion, there is no such thing as 
a safe rotary power lawn mower. There are 
available many well-constructed ones, but 
they should always be regarded as dangerous 
tools. It is apparent that accidents from these 
machines. are occurring with sufficient fre- 
quency to warrant a nationwide safety educa- 
tional program. Such a program should be 
directed to the manufacturers and sellers, as 
well as to the users of these machines. Also, 
it should emphasize the preference of a reel 
type mower with regard to safety features. 

To those doctors who are interested in acci- 


TABLE 3 


MANNER OF INJURY AND 
PORTION OF BODY INVOLVED 


Injuries by direct 


contact with mower 
Total 
Toes or feet 
Fingers or hand 
Other areas 
Injuries by objects 
thrown by mower 
Total 
Lower extremities 
Trunk 
Upper extremities 


Number 
553 
366 
148 

44 


Head and neck (excluding eyes) 


Eves 


Per Cent 
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dent prevention, this subject offers a chal- 
lenging opportunity. 
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Discussion (Abstract) 


Dr. T. E. Banks, Alexandria, La. This paper is one 
of a group of papers which in the past few years has 
been presented to those of us who treat injuries. 
These papers stress the importance of doctors, as 
clinicians who treat these injuries, to investigate the 
mechanism of production of them. More and more 
influence is being contributed in an advisory capacity 
by doctors in cooperation with manufacturers and 
various standardization groups to reduce injuries. This 
is accomplished by active participation by members 
of the medical profession on safety counsels and com- 
munity endeavors touhing many facets of trauma. 


Some of the statistics presented in table form here 
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deserve a little emphasis. For instance, 30% of these 
injuries were produced by objects thrown by the 
machine. Proper cleansing of the area prior to mow- 


ing would have kept these people from being sta- 
tistics. 


I was quite surprised by the figure of 16.2% of 
injuries being eye injuries. All of these quite naturally 


were produced by objects thrown by mowers. 

Injuries to the toes and feet occurred in 66.2% of 
injuries. This is in line with the experience of most 
of us, I am sure. One point I would like to present 
in the rehabilitation of injuries to the forefoot is the 
often neglected simple procedure of using a flat thin 
spring steel plate between the layers of the sole of 
the affected shoe. 


This, following the healing of the foot, will often 
prevent thé occurrence later of painful callouses 
and/or corns on these feet due to improper weight- 
bearing and gait. This simple measure can be made 
by the average shoe man. 

Dr. McClure should be congratulated for his inter- 


est and work in compiling and presenting this ma- 
terial to us. 


Meet Us in 


November 16-19, 1959 
for 


SMA’s 53rd Annual Meeting 


Atlanta, Ga. 
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Marie-Striimpell Arthritis 


in ‘Twins, 


Complicated by the Presence of 


Duodenal Ulcer: 


H. J. BUGEL, M.D., and W. L. ALSOBROOK, M.D.,t Nashville, Tenn. 


THis PAPER REPORTS two cases of Marie- 
Striimpell arthritis, referred to the Physical 
Medicine and Rehabilitation Service for ap- 
propriate therapy. The patients are identical 
twins, 32 years of age at this writing, who are 
one pair of seven pairs of identical twins. 
They are the only male pair. Six sets of twins 
are on the maternal side and are grandaunts 
or their children. One aunt has 2 sets of iden- 
tical twin girls. No Marie-Striimpell arthritis 
is present in this group of 6 pairs of twins. 

The maternal grandmother died of tubercu- 
losis and an uncle at 25, of heart disease. An- 
other uncle has 3 children living, all girls, 
none with arthritis. There is an aunt with 
2 children, a boy and girl. The boy has Marie- 
Striimpell arthritis. 

The paternal grandfather died of carcinoma 
of the stomach. Two aunts and an uncle are 
living. One aunt has Marie-Strimpell arth- 
ritis and has 2 male children. The other aunt 
has 4 children, 3 girls and a boy, with Marie- 
Strimpell arthritis. The uncle has 8 children, 
4 boys and 4 girls, all living, none with dis- 
ease. 

Case 1. The illness in this twin began in 1944, 
while in basic training, with constant aching pain in 
both sacro-iliac joints with some weakness and stiffness 
of the lumbar area. He was discharged from the Army 
in the spring of 1945, after a lengthy hospitalization, 
with the diagnosis of Marie-Striimpell arthritis. Al- 
though the patient continued to complain of low back 
pain and pain radiating to the medial aspect of the 


*Read before the Section on Physical Medicine and Rehabil- 
itation, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 

+From the Physical Medicine and Rehabilitation, and Medi- 
cal Services, Veterans Administration Hospital, and the De- 
partment of Medicine, Vanderbilt University School of Medi- 
cine, Nashville, Tenn. 


left leg, he apparently encountered difficulty in getting 
adequate treatment. 

On July 19, 1949, he was admitted to this hospital 
for treatment. He appeared in no acute distress, was 
mentally alert and of fair intelligence. There was 
moderate tenderness on palpation localized over both 
sacro-iliac joints, the lower lumbar spine and lumbo- 
sacral joint. Flexion of the lumbar spine was limited 
and with the knees extended, he was not able to touch 
the floor by approximately 18 inches. On straight leg: 
raising, there was some pain in the sacro-iliac joint 
beyond 90° flexion. The remainder of the physical 
examination was within normal limits. 

Urine, white count, differential and hemoglobin 
were normal. Sedimentation rate was 38 mm. and 
32 mm. per hour. Serology for syphilis was negative. 
Stool examination was negative for ova, blood and 
parasites. X-ray film of the chest was negative. X-ray 
examination of the spine (Fig. 1,A) showed narrowing 
of the joint spaces between the 3rd, 4th and 5th lum- 
bar vertebrae and the lumbosacral joint. There was 
marginal sclerosis of both sacro-illac joints and rough- 
ening of the body of the 3rd and 4th lumbar verte- 
brae. The findings were compatible with changes in 
early Marie-Striimpell disease. 

Radiation therapy was given successfully in con- 
ventional doses. Under guidance of the Physical Med- 
icine Service, he received instruction in active thera- 
peutic exercise to restore trunk mobility; costo 
diaphragmatic breathing done to maintain thoracic 
mobility and postural exercises. Because of consider- 
able improvement during his hospital stay, he was 
discharged July 19, 1949, to continue the treatment 
program at home. 

In 1951, because of persistent abdominal pain char- 
acteristic of peptic ulcer, the patient went to his 
local physician for assistance. He was treated suc 
cessfully by diet. No x-ray studies were made. 

The next admission to this hospital was on June 4, 
1957, at which time he was 31 years old. He continued 
to have difficulty though he was employed as a me 
chanic in Detroit. He had received cortisone therapy 
the winter of 1956. He felt that the weather made 
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FIG. 1 


B 
June 1957 


A 
July 1949 


his condition more severe and returned to Nashville. 
On this admission, the range of motion of the right 
shoulder was markedly limited, because of an old frac- 
ture of the right humerus which had been nailed. 
This appeared on x-ray to be well healed with osteo- 
porosis of the head. The chest was almost fixed and 
an anterior kyphosis had developed. Narrowing of 
joint spaces 3rd, 4th and 5th lumbar area and lumbo- 
sacral joints was also seen (Fig. 1,B). Marginal sclerosis 
of sacro-iliac joint was present, which was increased 
markedly when compared to x-ray films taken July 7, 
199. X-ray examination of the cervical area showed 
calcification of the posterior spinal ligaments and of 
the anterior spinal ligaments. Calcification in other 
areas was present to a lesser degree. 

An EKG. was within normal limits. Bleeding time 
was 2 minutes, coagulation time 3 minutes, the total 
protein was 7 Gm. with 4.3 Gm. albumin and 2.7 Gm. 
globulin, N.P.N. was 32 mg. per 100 cc., C-reactive 
protein 4+, urinalysis normal, blood sedimentation 


tate 23, hematocrit 39%, WBC 9,200, A.S.O. titer 333 
Todd units. 


Physical medicine therapy was started, which in- 
cluded heat, massage, appropriate arthritic exercises, 
costodiaphragmatic breathing, posture and develop- 
ment of physical endurance. X-ray therapy was again 
considered. Hydrocortisone 25 mg. was injected into 
the right knee, 1 cc. on July 1, and July 8, respectively. 
The range of motion of the right knee improved 
gradually. Some motility returned to thoracic cage. 

He was readmitted Mar. 19, 1958, because of anxiety, 
multiple joint pain and gastric distress. Gastrointesti- 
nal series Mar. 18, 1958, and April 24, were negative. 


On proper diet and ulcer medication his symptoms 
were relieved. 


MARIE-STRUMPELL ARTHRITIS AND DUODENAL ULCER—Bugel and Alsobrook 
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Case 2. The second twin was first admitted to this 
hospital on Nov. 13, 1947. He relates his hospitaliza- 
tion to an automobile accident at which time a bus in 
which he was riding was sideswiped by an auto- 
mobile. The patient was thrown rather forceably 
against the armrest on the left side of the seat; how- 
ever, he did not consider himself seriously injured at 
that time. Subsequently he was transferred to another 
bus and continued his journey home being asympto- 
matic. He remained symptom-free until approximately 
48 hours later, at which time he developed rather se- 
vere pain in his left lateral thoracic region with 
marked difficulty of respirations because of the pain. 
At this time he concurrently developed a moderate in- 
crease in his degree of cough, though he did not 
produce any blood streaked sputum. He was hospital- 
ized at his Army assignment. Here the patient’s chest 
was taped with adhesive and he had some relief from 
pain. However, he remained in the hospital for ap- 
proximately one week before returning to duty as a 
clerical worker. Following this illness, the patient re- 
mained entirely symptom-free until June, 1947, 6 
months after his discharge from the Army. 

During this interval of 6 months he did no labor 
whatsoever. In June he began a job doing heavy labor 
as a carpenter. He was able to do this work without 
difficulty until about 2 weeks later. Without any his- 
tory of injury or trauma to the involved extremity, he 
awoke one morning with a moderately severe stabbing 
pain in the posterior aspect of his left buttock, which 
radiated anteriorly and inferiorly over the anterior as- 
pect of the thighs and extending down the anterior 
thigh to the superior patellar tendon. The patient de- 
scribed the pain as a sharp, cutting type of pain that 
was intermittent in character and was aggravated by 
any type of motion of the body and particularly by 
coughing or sneezing. He gave no history of im- 
pairment of motor or sensory function involving the 
left leg or foot since the onset of this new symptom. 
He also discovered that when it was necessary for him 
to walk, the pain seemed less severe if he attempted 
to rotate his entire left leg externally and walk with a 
limp. The patient stated that since the onset of this 

complaint he also had some limitation of motion in his 
back, with pain in the low lumbar region with radia- 
tion of the pain, as previously described, over both the 
lateral and medial aspects of the thigh. There had 
been no difficulty of defecation or urination. He was 
seen by numerous consultants with mutual feeling being 
that his complaint was functional. Tuberculosis was 
suspected as was herniated nucleus pulposus although 
stretch signs were negative. There was no evidence of 
muscular atrophy, reflexes were equal in both lower 
extremities and no pathologic reflexes could be found. 
Faber’s test was positive. He was put on flexion exer- 
cises with gradual increase in mobility of his trunk. 
X-ray films of the lumbar spine and sacro-iliac joints 
were interpreted as normal (Fig. 2,A). 

On Aug. 11, 1949, he was re-admitted because of an 
increase in pain in the left hip and left sacro-iliac 
joint. During the interval, the patient had re-enlisted 
in the Army. He apparently got along quite well un- 
til he developed a pyogenic infection on his face, and 
while in the hospital developed pain in his hip and 
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sacro-iliac and left thigh. The diagnosis of Marie- 
Striimpell arthritis was made (Fig. 2, B). Radiation 
therapy was given successfully in conventional doses to 
the region of the left sacro-iliac and lumbar spine. 
This was followed by appropriate physical therapy 
directed toward maintaining muscle strength, range of 
motion and prevention of deformity. He was dis- 
charged from the Army by transfer to this hospital. 

During his admission here, pain and _ tenderness 
were noted over the greater trochanter on the left and 
in the left sacro-iliac joints. Straight leg raising was 
painful on that side. Faber’s test was positive. There 
was little limitation of flexion of the lumbar spine nor 
was there alteration of the normal curve. The diag- 
nosis of Marie-Striimpell arthritis was concurred in, 
and he was discharged on Aug. 8. 


FIG. 3 
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On Feb. 3, 1950, he was readmitted complaining 
of ulcer-like pains and report of a diagnosis of peptic 
ulcer having been made in the Service. In his previous 
summaries, in regard to his arthritis, this aspect of his 
history was not developed. The diagnosis of active 
duodenal ulcer was made at this hospital from history 
and x-ray findings (Fig. 3). Appropriate therapy re. 
lieved his symptom with subsequent discharge on Feb, 
23. 

On July 9, 1956, the patient was readmitted to the 
hospital because of back pain, pain in the left hip and 
inability to work because of these symptoms. His 
blood pressure was found to be normal. He was well- 
developed, well-nourished, and weighed 163 pounds. 
His gait was rather stiff though the arms swung nor- 
mally. The back was typically rigid. He was well- 
oriented, cooperative, and mentally alert. The back 
showed definite stiffness and rigidity in the entire 
lumbar and thoracic spine. There was paravertebral 
muscle spasm. There was no swelling of the periph- 
eral joints or loss of motion. 


Sclerotic changes of the sacro-iliac joints were dem. 
onstrated on x-ray study (Fig. 2, C). Blocking of the 
thoracic and upper lumbar vertebra was also present. 
Calcification of the paraspinal ligaments D-11, D-12, 
and L-1 was present. X-ray studies of the hips and 
knees showed no abnormality. White count, 7,200 
with normal differential. Hgb. was 14.4 Gm.; sedimen. 
tation rate 7 mm. per hour; and hematocrit 49 per cent 
Urinalysis was normal. The VDRL test was negative. 
The fasting blood sugar was 110, and the N.P.N. was 
31.6 mg. for 100 cc. Total serum protein was 644, al- 
bumin 4, and globulin 2.4 Gm. per 100 cc. Salicylate 
levels, at weekly intervals, showed a level of 10 mg. 
per 100 cc. A.S.O. titer was found to be 166 Todd 
units; CRP was 2 plus. On this admission, medical 
treatment consisted of Pabalate, 2 tablets q.id. and 
physical therapy. This included moist heat, arthritic 
exercises to the upper and lower rank, postural exer- 
cises and breathing exercises. Prednisone was tried 
later, 10 mg. every 4 hours and, since this steroid 
therapy tended to make him hyperactive, mepro- 
bamate, 400 mg. was given every 4 hours. Carious 
teeth were extracted. Appropriate home therapy was 
prescribed, which included medication consisting of 5 
mg. prednisone every 8 hours, physical therapy and 
rest. On Aug. 9, 1956, he was discharged and recom- 
mended for remunerative employment. 

The patient was readmitted on Oct. 10, 1956, be 
cause of chest pain. He was investigated for coronaly 
disease; this was not found. Laboratory findings were 
within normal limits, except for a C-reactive protein 
which was one plus. His chest pain disappeared spon- 
taneously soon after admission and he was discharged 
on appropriate medication and physical therapy. 

On July 10, 1957, he came to visit his brother. He 
appeared to be in an excellent condition. The spine 
was rigid, but he was having no pain in the sacro-iliat 
joints. None of the peripheral joints were involved 
He was not totally gainfully employed. 

On March 25, 1958, he was readmitted for treatmen 
because of painful, swollen, reddened interphalangtd) 
joints, painful knees and ankles, without swelling 

Physical therapy, supported by adequate medication 
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and bedrest, improved the situation. He was dis- 
charged on April 4, 1958, asymptomatic. 
Discussion 

Grossman and collaborators! recently re- 
ported a case of rheumatoid arthritis in twins, 
adding a fifth case to the four previously re- 
ported by Berglund? and Editrom’. They 
emphasize the role of direct hereditary influ- 
ence in rheumatoid arthritis. 

Stecher* reported on 3 sets of identical 
twins with ankylosing spondylitis. He felt this 
was sufficient to prove the genetic influence 
in Marie-Striimpell arthritis. He further re- 
ported the incidence of Marie-Striimpell arth- 
ritis among 257 relatives of 52 patients to be 
80 times greater than incidence among 2,525 
relatives of 406 control patients. Marie- 
Striimpell arthritis was felt to be inherited 
as an autosomal dominant gene with 70% 
penetrance for men, 19% for women. 

Stephans and Nunmaker® reported that the 
presence of Marie-Striimpell arthritis in twins 
provides proof of some hereditary factor and 
not chance, since the possibility would be one 
in one billion that this condition would oc- 
cur in identical twins. In addition to adding 
a sixth set of twins with this disease, our pa- 
tients have additional importance because of 
the presence of duodenal ulcer, proven in one 
by x-ray and in the other suspected from symp- 
toms relieved by ulcer therapy. Robinson and 
associates® touch lightly on the complication 
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in their review, but do not mention duodenal 
ulcer. Pilot and collaborators? report a case 
of duodenal ulcer in identical twins, 8 years 
old, believing the basis to be due to conflict 
over passive dependent needs. Kempton and 
collaborators® report a postmortem study of a 
large duodenal ulcer in dizygotic twins. 


Summary 

The case histories of identical twins are 
presented who were treated with physical 
therapy for Marie-Striimpell arthritis. Their 
importance is further exemplified by the pres- 
ence of duodenal ulcer, proven in one in- 
stance by x-ray and the other by symptoms 
and relief by appropriate therapy. The report 
emphasizes the rarity of this condition. 
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THE ATLANTA MEETING 


Next month, November 16-19, the Fifty- 
Third Annual Meeting of the Southern Med- 
ical Association will be held in Atlanta. 


The Program which appears in this issue 
of the Journal is one of the finest yet arranged 
for the physicians of the South. In addition 
to the regular sessions of the twenty sections, 
there will be four major general sessions. 


Beginning Monday morning at 9 a.m. will 
be a general session in Medicine and one in 
Surgery. Two special symposia of general in- 
terest, one in Nuclear Medicine and one in 
Geriatrics, will be conducted on Thursday 
morning. 


The list of some one thousand program par- 
ticipants reads like a “Who's Who of Southern 


Pellagra* 


“In the first few years of the present century there 
suddenly appeared in the Alabama Insane Hospital 
a new disease of unknown nature, the salient charac- 
teristics of which were a violent dermatitis of the 
exposed parts, sore mouth, profuse diarrhea, grave 
nervous disturbances, and high mortality. The disorder 
was recognized finally by Searcy, a member of the 
resident staff, as identical with the pellagra described 
in the European literature. The rapid spread through- 
out the Southeastern states of this new and highly 
fatal disease excited general interest, and concerted 
efforts were made to determine its cause. Notable 
among these, but almost forgotten now, was the work 
of the Thompson-McFadden Commission which during 
a period of two years made an intensive study of the 
inhabitants of six mill villages near Spartanburg, 
South Carolina. The resulting report not only dis- 
cussed the relationship of certain foods to pellagra 
but gave interesting data suggesting: the conclusion 
that pellagra is essentially a house disease and that 
all of the cases of that area could be traced to one 
focus. A few years later came the carefully planned 
work of Goldberger who, starting with the prevalent 
belief that the disease is due to dietary faults, studied 
the food habits of those people among whom pellagra 


*McLester, James S.: The Nature of Pellagra: A Critique, 
Ann. Int. Med. 8:475, 1934. 


Medicine.” In adition to our own members 
who will present the greater part of the pro- 
gram, more than twenty-five distinguished 
guests will add special interest and breadth to 
the program. These guest speakers represent 
every major medical and surgical field. 


The scientific sessions, all to be presented 
in the Municipal Auditorium, when added to 
an array of technical and scientific exhibits, 
will provide the physician with a_ post- 
graduate experience second to none in the 
South. A perusal of this program, slanted as 
it is toward the practicing physician’s needs, 
will show more than ever that the annual 
meeting of the Southern Medical Association 
is designed to help the doctors of the South 
practice better medicine. 


V. O. F. 


most frequently appeared, particularly the inmates of 
orphanages, asylums and prisons. . 

“Two considerations render the avitaminosis theory 
difficult of acceptance: first the apparent impossibility 
of invariably relating pellagra to faulty diet or of 
correcting the disorder by dietary means, and second 
its epidemiologic characters. The relationship of pel- 
legra to faulty diet is not always clear. True, most 
pellagrins are poor and their food habits are greviously 
at fault, but this is not universally true. Time and 
again I have seen pellagra in a person of ample means 
whose table was abundantly supplied with the proper 
foods, who was apparently well nourished, and in 
whose diet no gross fault could be detected. Other 
physicians report similar observations. 


“I have been deeply impressed also by the difficulty 
frequently encountered of effectually influencing the 
course of pellagra by dietary means. We not infre 
quently see cases in which a balanced ration rich in 
the vitamin B complex with an abundance of yeast 
exerts no effect on the fatal course of the diseas. 
The most satisfactory experience I have had has been 
with liver; at times it works wonders, but occasionally 
it, too, is of little or no influence. If we conclude 
that nutritive failure is the sole cause of pellagra, 
then we must assume that structural damage of such 
a permanent nature is done that in many instancs 
restoration of the missing factor is of no avail. ..- 


“The epidemiologic features of pellagra likewise at 
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difficult to reconcile with simple avitaminosis. To 
those of us who saw this disease when it first ap- 
peared, and who have watched its spread, there come 
questions that are difficult to answer. Why did 
pellagra come with such extreme suddenness and 
spread like a prairie fire throughout the Southeastern 
states? What is the explanation of the wide fluctua- 
tions in the incidence of this disease since its first 
appearance in America, with, at first, an exceedingly 
high death rate and then, following successive out- 
breaks, a steady lowering of the mortality? No parallel 
changes in the food habits of the people have been 
observed. . . 


“The experiments of Goldberger and Wheeler were 
well planned and admirably executed, . . . Eleven 
volunteer convicts were given a grossly deficient dict 
and upon the appearance of certain skin lesions in 
six of these the diagnosis of pellagra was made. These 
six men developed a dermatitis upon the scrotum 
which Dr. Goldberger and the associated dermatolo- 
gists accepted as evidence of pellagra. . . . Of 153 
consecutive cases at the Hillman Hospital in Birming- 
ham, in only one was a genital lesion recorded and 
this was not the primary skin manifestation. . . 


The American Association for the History of Medi- 
cine invites all students of medicine in the United 
States and Canada to compete for the William Osler 
Medal. This prize is awarded annually for the best 
unpublished essay on a medico-historical subject and 
commemorates Sir William Osler (1849-1919) who 
generated a love for the humanities among students 
and doctors. 


Essays should not exceed 10,000 words in length 
and may be considered for publication in the Bulletin 
of the History of Medicine, which is the official or- 
gan of the Association. They may be submitted any 
time before April 1, 1960, and should be addressed 
to the Chairman of the William Osler Medal Com- 
mittee, Dr. Samuel X. Radbill, 7043 Elmwood Ave., 
Philadelphia, Pennsylvania. 


ALABAMA 


Dr. H. Hamilton Hutchinson. Montgomery, is the 
new President of the Alabama Society ot Internal 
Medicine. 

The new officers of the Alabama Heart Association 
are as follow: Drs. W. B. Frommeyer, Jr., Birming- 
ham, President; Maxwell Moody, Jr., ‘Tuscaloosa, 
Chairman of the Board: and D. O. Wright, Birming- 
ham, was elected a Board Member. 

During the summer six new faculty members were 
added to four departments of the University of Ala- 
bama Medical Center. Dr. Earl G. Hamel, Jr., is a 
Newcomer to the Department of Anatomy. As As- 
sistant Professor of Anesthesiology will be Dr. Eliza- 


SOUTHERN MEDICAL NEWS 


1263 


“The work of Goldberger and his associates has been 
of inestimable value in demonstrating that faulty diet 
plays a part in the production of pellagra and in 
pointing the way toward improvement. I am voicing 
the opinion, of many observant physicians, however, 
notably those of the hospital in which pellagra has 
been studied longest, when I express the belief that 
the true nature of this disease has not yet been fully 
explained and that a re-examination of the entire 
problem would be profitable. . . 


“What, then, are the possibilities? Two, in the order 
of their prominence, come immediately to mind. First, 
that pellagra is the expression of a multiple food 
deficiency; this could be the result simply of a grossly 
deficient diet or of some physiologic defect which 
prevents the proper utilization of food, or indeed, of 
a combination of the two. Second, that directly or 
indirectly, an infective agent is concerned in its causa- 
tion. I do not regard as entirely disproved the belief 
that pellagra is due to nutritional failure plus the 
invasion of a specific microorganism. . . . 

“Such considerations incline me to the belief, not- 
withstanding the careful work that has gone before, 


that the last word regarding the nature of pellagra 
is yet to be said.” 


beth Dowdy. The Department of Medicine now has 
three new additions: Dr. Buris R. Boshell, Dr. Basil 
I. Hirschowitz, and Dr. Alexander Ulloa. The new 
instructor in Psychiatric Social Work is Miss Juanita 
Mullins. 


The University of Alabama Medical Center’s cardio- 
vascular surgical unit will be dedicated to the memory 
of the late Dr. Luther Leonidas Hill, Jr., Montgomery, 
on Oct. 18. Dr. Hill, a pioneer in cardiovascular sur- 
gery, was the first physician in America to report 
& successful suture of the human heart. 


Dr. Ray O. Noojin, Birmingham, Chairman of 
Dermatology at the University of Alabama Medical 
Center, is a member of the Board of Directors of the 
American Dermatological Association. 

Dr. F. F. Schwartz, Associate Professor of Physical 
Medicine at the University of Alabama Medical Cen- 
ter, has been elected to honorary membership in the 
West German Medical Society for Rehabilitation at 


Dusseldorf, Germany, where he delivered several lec- 
tures earlier this year. 


DISTRICT OF COLUMBIA 


At the June meeting of the Executive Board of 
the Medical Society of the District of Columbia Dr. 
Herbert P. Ramsey was chosen as the recipient of 
the 1959 Certificate for Meritorious Service. 

Re-elected Governor of the American College of 
Chest Physicians was Dr. Edgar W. Davis. Those 
receiving certificates of fellowship are as follow: Drs. 
Irving Brotman, Thomas W. Mattingly, John J. 
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Nolan, and Harold M. Silver. Dr. J. Winthrop Pea- 
body, Sr., former President of the College of Chest 
Physicians, was awarded a Master’s Degree at the 
convocation. 

Brig. Gen. Thomas J. Hartford, Army Medical 
Corps, was recently appointed Deputy Surgeon Gen- 
eral of the United States Army Medical Service in 
Washington. 

Administrator Elwood R. Quesada appointed Dr. 
James L. Goddard Civil Air Surgeon of the Federal 
Aviation Agency. Since the creation of the FAA in 
January, the post has been filled on an acting basis 
by Dr. John E. Smith, who was named Chief of the 
agency's Research Requirements Division. 

Newly elected President of the Washington Heart 
Association is Dr. William L. Howell. He succeeds 
Dr. Andrew G. Prandoni. Other officers elected are 
as follow: Drs. John W. Latimer, Jr., Vice-President; 
Howard C. Pierpont and Joseph J. Wallace, members 
of the Board of Directors for three year terms. Elected 
to permanent honorary membership “for  distin- 
guished service in the field of cardiovascular diseases” 
was Dr. Frank S. Horvath. 

New officers elected to serve for two year terms for 
the Washington Psychoanalytic Society are as follow: 
Drs. Stanley L. Olinick, President; Hewitt I. Varney, 
Vice-President; Robert C. Burnham, Secretary; and 
Daniel S. Jaffe, Treasurer. 

The Washington Psychoanalytic Institute elected 


the following for three year terms: Drs. Edith 
Weigert, Director Emeritus; Robert A. Cohen, Di- 
rector; Alexander Halperin, Chairman, Education 


Committee; and Rex E. Buxton, Secretary, Education 
Committee. 

The American Therapeutic Society elected Dr. 
Alan Frank Kreglow as a Vice-President and re- 
elected Dr. O. B. Hunter, Jr., as Secretary. 

The following members of the District Medical 
Society were certified by the American Board of 
Obstetrics and Gynecology: Drs. William H. Cooper, 
Cyril L. Crocker, Robert A. Deane, Louis E. Fettig, 
John S. Harrington, William P. McKelway, Louis J. 
Maciulla, Valgene M. Milstead, and Alvin F. Rob- 
inson. 

The Washington Rotary Club elected Dr. 
M. McPeak as President. 


FLORIDA 


Governor LeRoy Collins has reappointed Dr. Fred 
Mathers, Orlando, as a member of the Crippled 
Children’s Commission. 


Edgar 


Governor Collins reappointed Drs. Morris B. Seltzer, 
Daytona Beach, George S. Palmer, Tallahassee, and 
Frank D. Gray, Orlando, as members of the State 
Board of Medical Examiners. 


At the 25th Annual Meeting of the American 
College of Chest Physicians, Dr. Arnold S. Anderson, 
St. Petersburg, was re-elected Regent for Florida 
and Dr. Alexander Libow, Miami Beach, was re- 
elected Governor of the College for the state. 

Dr. Sanford Cobb, Miami, spoke on “Muscle Re- 
laxants and Consciousness” at the Cape Cod Hospital, 
Hyannis, Massachusetts, July 2, 1959, and on the 
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same subject at the Albany Medical Center, Albany, 
New York, on July 8, 1959. ; 

Dr. Edward W. D. Norton, Miami, has been named 
Professor and Chairman of the Department of Oph- 
thalmology at the University of Miami School of 
Medicine. This department is newly formed, and 
previously, it was a division of the Department of 
Surgery. 

Appointed General Chairmen for the annual meet- 
ing of the American Medical Association are Drs, 
Reuben B. Chrisman, Jr., Coral Gables, and Homer 
L. Pearson, Jr., Miami. 

Dr. Reuben Zucker, Orlando, was weal a 
bronze medallion by the Waterbury Heart Associa- 
tion “in appreciation of distinguished service and 
leadership in advancing the heart program” in the 
Connecticut city. 

Dr. Ray C. Wunderlich, St. Petersburg, was awarded 
a Wyeth Laboratories pediatric residency fellowship, 

President-Elect of the Florida Medical Association 
is Dr. Leo M. Wachtel, Jacksonville. 

Newly elected Fellows of the American Psychiatric 
Association are: Drs. Walter M. White, Jr., Coral 
Gables, and Stephen C. Wright, Miami. 

Dr. Thomas B. Guyton, Miami, has been certified 
by the American Board of Pediatrics. 

A postgraduate course on “Introduction to Clinical 
Electrocardiography” will be held October 5-December 
28 at Mount Sinai Hospital in Miami. For informa- 
tion, write: Mount Sinai Hospital, 4300 Alton Road, 
Miami Beach, Florida. 

Dr. Paul S. Herr, St. Petersburg, received notice 
that his catch of a 14-lb., 14-0z. Atlantic Bonito (Sarda 
Sarda) on 8-lb. test line was accepted as a world 
record by the National Spin Fishing Association. 


GEORGIA 


Dr. C. E. Powell, Swainsboro, was presented a 
certificate “for 10 years of uncompensated service to 
the Selective Service System.” 

Recently the Pelham Journal honored Dr. David 
Pearce Belcher, Pelham, for 50 years of medical 
service. 

Dr. John D. Blackburn, Thomaston, was one of 
ten members of the 1909 Gordon Military College 
class to receive a commission of Honorary Colonel 
in the Gordon Cadet Corps. 

Dr. Dan B. Kahle, Atlanta, is national chairman 
of the Jaycee Community Health Program. He was 
one of five Jaycees to receive the Seldon Waldo 
Memorial Award in Buffalo, New York. 

Dr. B. T. Beasley, Atlanta, has assumed his duties 
as President of the Southeastern Surgical Congress 
which he founded. 

Dr. Robert Hall Gillespie, Atlanta, has been elected 
a Fellow of the American College of Surgeons. 


KENTUCKY 


Dr. A. Clayton McCarty, Louisville, a former SMA 
Councilor from Kentucky and Chairman of the As 
sociation’s Geriatrics Committee, has been elected 
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Vice-President of the American Geriatric Association. 
He is also a member of the Advisory Council of the 
Association. Dr. McCarty will give a paper and moder- 
ate a panel on Geriatrics at a forthcoming meeting 
of the South Carolina State Medical Association to be 
held in Charleston. 


Dr. Daryl P. Harvey, Glasgow, was recently ap- 
pointed as a member of the President’s Citizens Ad- 
visory Committee on the Fitness of American Youth 
by President Eisenhower. This is the second Presi- 
dential appointment Dr. Harvey has received within 
a year. Last summer he was appointed a Vice-Chair- 
man of the 1960 White House Conference on Children 
and Youth. 


The University of Louisville Hospitals Alumni As- 
sociation named Dr. R. Glen Spurling, Louisville, 
Distinguished Alumnus. He is the first alumnus to 
receive the honor. Dr. James Bruce, Louisville, was 
named President-Elect, and Dr. W. O. Johnson, Louis- 
ville, became President. 


Dr. Hugh C. Williams, Carrollton, was elected 
President of the Seventh Councilor District. Dr. 
Wyatt Norvell, New Castle, who is the District Coun- 
cilor, announced the following as having been elected 
to offices: Drs. John H. Leland, Crestwood, and 
Joseph H. Leibman, Frankfort. 

Dr. Marion Beard, Louisville, and Dr. R. J. Ritter- 
hoff, Covington, have been appointed to represent 
the KSMA on the North Central District Blood Bank 
Clearing House. 


Newly elected President of the League of Ken- 


tucky Sportsmen is Dr. Fred R. Scroggin, Williams- 
town, 


LOUISIANA 


The Diabetes Association of Louisiana announces 
its newly elected officers to be-as follow: Drs. Frank 
Pickell, Baton Rouge, President; Daniel W. Hayes, 
New Orleans, Vice-President; A. A. Herold, Jr., 
Shreveport, Secretary; and A. A. Herold, Sr., Shreve- 
port, Treasurer. 

At the 25th Annual Meeting of the American Col- 
lege of Chest Physicians the following physicians 
received certificates of Fellowship: Drs. Harold P. 
Chestant, Lafayette; Donald R. McCurley, New Or- 
leans; John H. Signorelli, New Orleans; and John 
A. Worley, Alexandria. 

Officers of the New Orleans Graduate Medical 
Assembly are announced as follow: Drs. Ambrose H. 
Storck, President; M. E. St. Martin, President-Elect; 
C. Barrett Kennedy, First Vice-President; Ralph M. 
Hartwell, Second Vice-President; Warren H. Hebert, 
Third Vice-President; Mannie D. Paine, Jr., Secre- 
tary, and Boni J. DeLaureal, Treasurer. 

Dr. Billy G. Taylor, Clinical Instructor in Surgery 
at Louisiana State University, was elected to the 
Society of Head and Neck Surgery. 

Dr. Russell L. Holman, Professor and Head of 
the Department of Pathology at Louisiana State Uni- 
versity, was elected Chairman of the section on Path- 
re and Physiology at the annual meeting of the 
AMA. 

Dr. Gordon McHardy, Clinical Associate Professor 
of Medicine at Louisiana State University, was re- 
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elected a member of the Governing Board of the 
American Gastroenterological Association and Treas- 
urer of that organization. 

Dr. Robert McHardy, Clinical Associate in Medi- 
cine at Louisiana State University, was elected Secre- 
tary of the Section on Gastroenterology and Proc- 
tology of the American Medical Association. 

Dr. George M. Haik, Professor and Head of the 
Department of Ophthalmology at Louisiana State 
University, was elected to the Advisory Committee of 
the American College of Surgeons while attending the 
annual meeting of the American Ophthalmological 
Society in May. 

Dr. Walter Unglaub, Associate Professor of Medi- 
cine at Tulane, was asked by the Interdepartmental 
Committee on Nutrition for National Defense to par- 
ticipate in a two and a half month nutrition survey 
in Ecuador during the summer. 

Dr. Edward T. Krementz, Associate Professor of 
Surgery at Tulane, has been elected Chairman of the 
End Results Committee of the National Cancer In- 
stitute. 


MARYLAND 


The semiannual meeting of the Medical and Chi- 
rurgical Faculty of the State of Maryland was held in 
Ocean City in September. 


Dr. William A. Van Ormer, Cumberland, has been 
named to serve on the Board of Directors of the 
Allegany-Garrett County Heart Association until 1962. 

Dr. Ralph W. Ballin and Dr. Thomas F. Lusby, 
Cumberland, have been named to the Board of 
Directors of the Allegany-Garrett County Tuberculo- 
sis Association. Dr. Ton van Strien and Dr. Arthur 
Jones, Oakland, have been named members of the 
Executive Committee. 

Dr. Benedict Skitarelic, Pathologist for the Cum- 
berland Memorial and Sacred Heart Hospitals, was 
recently elevated to Fellowship in the American Col- 
lege of Physicians and Surgeons. 

Dr. Henry P. Laughlin, Chevy Chase, President of 
the Montgomery County Medical Society, has been 
elected President of the Medical Council of the 
Washington Metropolitan Area. 

Dr. John L. Pitts became Director of the Bureau 
of Child Hygiene in Baltimore in June. This bureau 
is responsible for the health protection of mothers 
and children in Baltimore City and is particularly 
to aid families that cannot afford a family physician. 

Dr. Mark V. Ziegler has been appointed Assistant 
Commissioner of Health in Baltimore. 

Dr. Van M. Sim, Chief of the Chemical Warfare 
Laboratories’ clinical research division at Army Chemi- 
cal Center, Maryland, was given the Army’s highest 
civilian award, the Decoration for Exceptional Civilian 
Service. 


MISSISSIPPI 


Newly appointed Assistant Professors of Pharma- 
cology at the University Medical Center are: Dr. 
Richard L. Klein and Dr. Arthur H. Briggs. Dr. 
William Holland is Chairman of the Pharmacology 
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Section on Industrial Medicine and Surgery 


Dr. W. G. Thuss, Sr., Chairman, Thuss Clinic, 2239 
North 3rd Avenue, Birmingham 3, Alabama 

Dr. L. A. Pyle, Jr., Vice-Chairman, The Chesapeake 
& Potomac Telephone Companies, 722 12th Street, 
N.W., Washington 5, D. C. 

*Dr. A. N. Sam Houston, Secretary, 912 Union Street, 
New Orleans 12, Louisiana 


Section on Medicine 


Dr. Ellard M. Yow, Chairman, Baylor University 
College of Medicine, Texas Medical Center, Hous. 
ton 25, Texas 

Dr. Kelly M. West, Chairman-Elect, Department of 
Medicine, University of Oklahoma School of Medi- 
cine, 801 N.E. 13th Street, Oklahoma City 4, Okla 
homa 

*Dr. Thomas J. Anderson, Jr., Vice-Chairman, 501 
Doctors Building, 478 Peachtree Street, N.E., At- 
lanta 8, Georgia 

Dr. Kelly T. McKee, Secretary, Medical College Hos- 
pital, 55 Doughty Street, Charleston, South Caro- 
lina 

Section on Neurology and Psychiatry 


Dr. Theodore L. L. Soniat, Chairman, Ochsner Clinic, 
3503 Prytania Street, New Orleans 15, Louisiana 
Dr. Robert H. Groh, Chairman-Elect, 1726 M Street, 

N.W., Washington 6, D. C. 
*Dr. Joe E. Tyler, Secretary, Springer Clinic, 604 So. 
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Section on Obstetrics 


Dr. Charles H. Mauzy, Jr., Chairman, Bowman Gray 
School of Medicine, Winston-Salem, North Carolina 

Dr. Simon V. Ward, Vice-Chairman, 4414 Magnolia 
Street, New Orleans 15, Louisiana 

*Dr. John D. Gordinier, Secretary, 806 Heyburn Build- 
ing, Louisville 2, Kentucky 


Section on Ophthalmology and Otolaryngology 


Dr. G. S. Fitz-Hugh, Chairman, 104 East Market 
Street, Charlottesville, Virginia 

Dr. George M. Haik, Chairman-Elect, 812 Maison 
Blanche Building, New Orleans 16, Louisiana 

*Dr. B. Russell Burke, Vice-Chairman, Suite 147, 4% 
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Dr. Mercer G. Lynch, Secretary, Ochsner Clinic, Pr- 
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Section on Orthopedic and Traumatic Surgery 
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Section on Pathology 
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N.W., Washington 6, D. C. 


*Dr. John T. Godwin, Vice-Chairman, 265 Ivy Street, 
NE., Atlanta 3, Georgia 


Dr. Warren B. Matthews, Secretary, c/o Kennestone 
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Section on Pediatrics 

Dr. McLemore Birdsong, Chairman, University of 
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*Dr. Victor C. Vaughan III, Vice-Chairman, Medical 
College of Georgia, Augusta, Georgia 

‘Dr. Theodore C. Panos, Secretary, University of 
Arkansas Medical Center, Little Rock, Arkansas 


Section on Physical Medicine and Rehabilitation 
Dr. Herbert W. Park, Chairman, Medical College of 
Virginia, Box 846, Richmond 19, Virginia 


Dr. Torsten H. Lundstrom, Chairman-Elect, VAC 
Hospital, Mountain Home, Tennessee 

*Dr. Solomon Winokur, Secretary, 4729 Prytania Street, 
New Orleans 15, Louisiana 


Section on Proctology 
Dr. F. J. Burns, Chairman, 4660 Maryland Avenue, 
St. Louis 8, Missouri 


*Dr. Fred B. Hodges, Jr., Vice-Chairman, 403 Medical 
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Dr. Patrick H. Hanley, Secretary, 3503 Prytania 

Street, New Orleans 15, Louisiana 
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Dr. William W. Schottstaedt, Chairman, 800 N.E. 
13th Street, Oklahoma City 4, Oklahoma 


*Dr. Robert L. Simmons, Vice-Chairman, 1542 Tulane 
Avenue, New Orleans 12, Louisiana 


‘Dr. T. Oscar Vinson, Secretary, Director, De Kalb 
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Decatur, Georgia 

Section on Radiology 

Dr. Ted F. Leigh, Chairman, Emory University Clinic, 
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Dr. J. Maxey Dell, Jr., Vice-Chairman, 217 S. Main 
Street, Gainesville, Florida 
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Section on Surgery 
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Street, Birmingham 5, Alabama 
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Awards Committee 
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Dr. Fount Richardson, Chairman 
Dr. R. L. Sanders 
Dr. Alphonse McMahon 
Dr. L. H. McDaniel 
Dr. A. H. Lancaster 


Employee’s Pension Trust Committee 
Mr. C. P. Loranz, Chairman 
Dr. Lee F. Turlington 
Dr. J. Garber Galbraith 


Finance Committee 


Dr. Harry Lee Claud, Chairman 

Dr. Robert D. Moreton, Vice-Chairman 
Dr. J. W. Jervey, Jr. 

Dr. George D. Wilson 

Dr. Edwin Hugh Lawson 

Dr. Milford O. Rouse 


Geriatrics Committee 
Dr. A. Clayton McCarty, Chairman 
Dr. Milford O. Rouse 

Dr. R. Lomax Wells 


History Committee 
Mr. C. P. Loranz, Chairman 
Dr. Buford Word 
Dr. R. H. Kampmeier 
Mr. V. O. Foster 
Mr. Robert F. Butts 


Home Building Finance Committee 


(Ex-Officio—composed of members of the Executive 
Committee and the Board of Trustees) 
Mr. C. P. Loranz, Secretary 
Insurance Committee 
Dr. Robert D. Moreton, Chairman 
Dr. Fount Richardson 
Dr. Harry Lee Claud 
Dr. J. W. Jervey, Jr. 
Dr. Henry Turner 


Journal Advertising Committee 
Dr. J. Garber Galbraith, Chairman 
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Dr. Harry M. Robinson 
Mr. Robert F. Butts 


Medical Students Committee 


. R. H. Kampmeier, Co-Chairman 
. George D. Wilson, Co-Chairman 
- Donald S. Daniel 
. J. Duffy Hancock 


Meeting Places Committee 


. George D. Wilson, Chairman 
M. M. Hattaway 

. O. P. J. Falk 

. Joe S. Stewart 

. Howard A. Swart 


Nuclear Medicine Committee 


Dr. J. R. Maxfield, Jr., Chairman 
Dr. Henry Turner 
Dr. Samuel B. Nadler 


The Physiology of the Newborn Infant 

By Clement A. Smith, M.D., Associate Professor ot 

Pediatrics, Boston Lying-in Hospital, Harvard Medi- 

cal School. Third Edition, 485 pages. Springfield, 

Ill.: Charles C. Thomas, Publisher, 1959. Price 

$12.50. 

The style of this now-standard reterence in newborn 
physiology is simple and lucid, the presentation suc- 
cinct. The work has been lengthened, particularly the 
sections on clinical application presented at the end ol 
each chapter. The bibliography is extensive and con 
tains numerous references to recent publications. 

All of the major areas of newborn physiology are 
represented except the central nervous system. Accepi- 
able reasons for this omission are given in the intro- 
duction. 

There has been extensive revision of several chap- 
ters, including those on icterus neonatorum, renal 
function, endocrinology and immunology with new 
material added in other chapters. 

As noted in the author’s acknowledgments, much of 
the material on the sections dealing with circulation 
and respiration is drawn from the excellent work of 
Dr. Jeoffrey Dawes and his associates at Oxford. 

Comments on clinical care are based on the thought- 
ful consideration of available information and concern 
primarily the well newborn. Detailed consideration of 
care of the ill newborn is appropriately left to other 
works. There are suggestions for research in newborn 
physiology throughout the book. 

This edition will find ready acceptance by those 
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Selection (Nominating) Committee 


. Fount Richardson, Chairman 

. J. Garber Galbraith 

. Harry M. Robinson 

. Guy T. Vise 


Scientific Exhibits Promotion Committee 


Dr. Joseph S. Stewart, Chairman 
Dr. Julian M. Ruffin 

Dr. Edwin L. Zander 

Dr. C. Raymond Arp 

Dr. R. H. Kampmeier 

Mr. V. O. Foster 

Mr. Robert F. Butts 


Scientific Work Committee 


. A. Clayton McCarty, Chairman 
. Julian M. Ruffin 

. J. Morris Reese 

. Lenox D. Baker 

. May Owen 


familiar with the previous editions and will provide 
pleasant and profitable reading for those who ap- 
proach Dr. Smith’s monograph for the first time. 


The Hand 
By John-J. Byrne, M.D., Professor of Surgery, Bos- 
ton University School of Medicine. 359 pages. 
Springfield, Ill.: Charles C. Thomas, Publisher, 
1959. Price $10.50. 


One must question the motive of an author who 
would write another book on the hand since there are 
ulready a number of excellent volumes devoted to this 
anatomical member and one actually wonders if Dr. 
Byrne’s urge to write a book could not have been bet- 
ter directed. In this volume the author attempts to 
divide the book into five parts devoted to structure 
and development; infection; trauma; other diseases 
and reconstructive surgery. It is manifestly impossible 
to cover this wide field adequately in this small vol 
ume. I fail to find any new material within the con- 
fines of this book and all discussions are unilaterally 
opinionated. The photographs and line drawings are 
generally good. It would appear that more than five 
pages should have been devoted to bones and joints of 
the hand, three of these pages being devoted to joint 
reconstruction. Likewise, there is very little space de 
voted to tendon reconstruction. However, there are 
some good points to this volume. The index is com 
plete and excellent and the material is most readily 
found. There is an excellent bibliography at the end 
of each chapter and for anyone who wants a minimum 
of information readily available, this book will find @ 
friend. 
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ATLANTA 
SOUTHERN OASIS 


Atlanta, the capital of Georgia, is the commercial, industrial, and financial center of the 
Southeast. On a map of the United States, if you were to draw a straight line from Chicago 
to Jacksonville, and a straight line from New York to New Orleans, you would find that the 
two lines would cross almost exactly at Atlanta. Topography makes Atlanta the natural cross- 
roads of the entire Southeast. Indian trails hundreds of miles long converged here from a half 
dozen directions, and on the east bank of the Chattahoochee River, a few miles from “Five 
Points,” the center of Atlanta, stood the big Indian town of “Standing Peachtree.” From this 
town Atlanta’s famous Peachtree Street derived its name. It is but a two and a half hour 
plane ride to a population of 21,800,000 in Atlanta’s primary distribution area. Once again 
this “heart of the South” city will act as a central meeting point, for in November this will 
be the location of the 53rd Annual Meeting of the Southern Medical Association. 


Daring History 


_ Atlanta was born as the southern terminus of the Western & Atlantic Railroad; thus, its 
first name was “Terminus.” This railroad, built after its construction was authorized by an 
act of the Georgia Legislature passed in 1836, is still owned by the State of Georgia. The 
act specified that the railroad should start from a suitable point on the west bank of the 


This article was written by Barbara B. Burns, Staff of Southern Medical Journal. The sources of information were papers en- 
titled: ““Atlanta—The Convention City of Dixie,” “Way Down South in De Land Ob Cotton,” and “‘The Cyclorama,” furnished 
by the Atlanta Convention Bureau. The statistics were taken from ‘Facts in Figures About Atlanta,” compiled by the Industrial 
Atlanta Chamber of Commerce, Atlanta, Georgia. 
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Chattahoochee River, but after extensive exploration up and down both sides of the river, 
the surveyors reported back a recommendation that the railroad should start from a_ point 
on the east bank. Accordingly, the Legislature amended the act in 1837. Surveyors were com- 
missioned by the State of Georgia to build “from the Tennessee River to a point east of the 
Chattahoochee River in DeKalb County, most suitable for the running of branch roads 
thence to Madison, Athens, Forsyth, Milledgeville, and Columbus.” 

A stake was driven in 1837 by Stephen Harriman Long, the civil engineer in charge of 
the survey, at a point not far from the present flagpole at Five Points; and thence the survey 
proceeded to a boat landing on the south bank of the Tennessee River, which is now the city 
of Chattanooga. By the year 1842 the Western & Atlantic Railroad depot was built in the 
middle of a five-acre tract of land donated to the State by Samuel Mitchell. That little depot 
afterwards became the Union Station, where wounded Confederate soldiers were concentrated 
and given first aid in the Battle of Atlanta, so graphically described in “Gone With The 
Wind.” 

Around the five-acre tract was laid out a town; and it was given the name of Marthasville 
by Wilson Lumpkin, a former Governor of Georgia, who was disbursing agent of the State in 
charge of construction of the railroad, in honor of his littlke daughter, Martha Lumpkin. The 
first train pulled out from the depot on December 24, 1832, and ran to Marietta. The rail- 
road was finished to Chattanooga in 1850. Meanwhile, the name of Marthasville had been 
changed to Atlanta in 1847. 

No railroad in the United States has played a more important part in the nation’s history 
than the Western & Atlantic. Along it, General Sherman advanced with his invading army in 
the War Between the States and along it he brought his supplies. Along it, General Joseph 

Johnston fought him with inferior numbers at every favorable place of resistance until 
Sherman had driven him back to the very outskirts of Atlanta, whereupon President Jefferson 
Davis removed Johnston and placed General Hood in command of the Confederates. The exact 
spot where the exchange of command took place is marked by a monument in the front yard 
of a house on Marietta Road a few miles from Five Points. 

General Hood’s strategy was disastrous. Sherman overwhelmed him in a few weeks, cap- 
tured Atlanta, burned it to the ground, and cut to pieces and burned all railroads converging 

1 Atlanta. From that point on, his march to the sea, terminating in Savannah, was practically 
unobstructed. He literally fed upon the country as he went, having cut loose from his base of 
supplies when Atlanta went up in smoke. He laid waste a territory fifty miles wide. That 
sounded the death knell of the Confederacy. Atlanta fell in November, 1864, and General Lee 
surrendered at Appomattox five months later. Sherman’s march through Georgia had severed 
the aorta of the Army of Virginia. 

On September 15, 1845, the first train rolled into Atlanta over the Georgia Railroad from 
Augusta. The Georgia Railroad was built with private capital, but was aided by the State 
with exemption from all taxes for its first fifty years. The tracks of the Georgia Railroad 
were linked with the tracks of the Western & Atlantic at the old Union Station. One year later 
the first train from Savannah rolled into Atlanta over what is now the Central of Georgia 
Railroad, built partly with money supplied by the City of Savannah. Then a few years later 
the first train from Montgomery puffed into Atlanta over what is now the Atlanta & West 
Point Railroad. This was followed by the “Atlanta & Charlotte Airline,” now the Southern, 
from Atlanta to Washington. 

Five railroads converged in Atlanta when Sherman wiped it off the map; today the 
number is fifteen. The growth of the city has progressed hand-in-hand with the increase of 
railroads converging upon it. The historic old Union Station is gone, and in place of it 
stands a new Union Station two blocks to the west, and nearby a terminal station where a 
majority of Atlanta’s railroads take on and discharge passengers. The ground on which the 
old Union Station stood is still the property of the State of Georgia. 


Dynamic Political Past 


In 1868 the State Capitol of Georgia was moved from the historic old town of Milledge: 
ville to Atlanta. This was done by order of the Federal military officer commanding Georgia 
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under the Reconstruction re- 

gime, and was confirmed a 

few months later by a Re- 

construction Legislature meet- 

ss ing in Atlanta in a State Capi- 

tol improvised out of an 

opera house which stood at 

the corner of Forsyth and 

Marietta Streets, present site 

of the Western Union Build- 
ing. 

Also in the year 1868 
there was promulgated in At- 
lanta under Reconstruction 
rule a new State Constitution. 
Whether the people ratified 
or rejected it in the ensuing 
referendum election was a 
subject of raging controversy 
at the time, but the Recon- 
struction Governor Bullock, 
of execrated memory, pro- 
claimed it ratified so it went 
into effect and continued as 
the organic law of the State 
until 1877. Georgia’s woes and 
indignities under Reconstruc- 
tion are vividly portrayed in 
“Gone With The Wind.” At- 
lanta was the headquarters 
of Reconstruction  govern- 
ment and public plunder. 

In 1868 the famous and his- 
tory-making “Bush Arbor” 
mass meeting of outraged 
Georgia's State Capitol . . . a replica of the nation’s capitol, its site was the citizens from all over Georgia 
camping ground of the Union Army during the Battle of Atlanta. It houses a was held in Atlanta. The im- 

fine museum of the State’s resources, game and fish. mortal Benjamin Harvey Hill 


delivered an oration that set 

the people on fire, started a 

political uprising which re- 
sulted in the overthrow of Reconstruction rule, and restored white supremacy in the State 
when Democratic Governor James M. Smith was inaugurated in 1872. Smith was the first 
Democratic Governor since the War Between the States. From that day to this, the Demo- 
cratic party has ruled supreme in Georgia in all elections, both state and national. A new 
State Constitution was written in 1877 under which Georgia has operated ever since, with many 
amendments. In 1889, the present State Capitol building was finished. 

Audanta commenced the real stride of her growth with a boldly conceived and _ brilliantly 
executed “Cotton Exposition” in 1881, on grounds where the Exposition Cotton Mill now 
stands. One of its promoters was the illustrious Henry Grady, editor of the Atlanta Constitu- 
tion, whose editorials and speeches in the North did perhaps more than any other single in- 
fluence to “extinguish the resentments,” (as Lincoln phrased it) growing out of the War. In 
1895, Atlanta repeated with another exposition, the “Cotton States and International,” which 
attracted world attention and gave tremendous impetus to not only the city’s growth, but 
also the development of the textile industry in the Southeast. In the following five years 
Atlanta grew from 65,000 to 100,000; in the next fifteen years to 200,000. Today, Atlanta’s 
corporate limits house more than one-half million citizens. 


Bold Growth 


Atlanta’s population when Sherman descended upon it was about 10,000. How indomi- 
table was the spirit of its people, and how predestined by topography was its strategic loca- 
tion as a transportation center, are evidenced by two facts. First, Sherman’s army was hardly 
out of sight before Atlanta’s surviving civilian population came swarming back to the smoul- 
dering ruins of their little city and commenced rebuilding. They scraped the mortar off the 
bricks of demolished buildings and reconstructed them. The great leader, Henry Grady, spoke 
of the tedious task of reconstruction twenty years later: “I want to say to General Sherman, 
that from the ashes he left us in 1864 we have raised a brave and beautiful city; that some- 
how or other we have caught the sunshine in the bricks and mortar of our homes and _ have 
builded therein not one ignoble prejudice or memory.” Second, within five years Atlanta’s pop- 
ulation had leaped from 10,000 before the war to 21,789. Year by year and decade by decade 
Atlanta’s growth has pyramided, until today in Atlanta’s metropolitan area there are approxi- 
mately 980,000 people. 

Atlanta not only is the center of a spider web of railroads embracing the Southeast, but 
the center of a network of highways, bus and air transport lines radiating in all directions. Fif- 
teen airplane passenger lines terminate here, 354 scheduled busses are in and out of Atlanta 
daily, and highway and railway freight move continuously. The Railway Express Agency 
transports in and out of Atlanta more express shipments per capita than any other city in 
the United States—an average of 5,000 cars per month. Atlanta is the largest telephone center 
in the South, and one of the largest telephone switching centers in the world. She is one of 
the largest telegraph centers in the world and the largest TV and communications switching 
center in the South. Practically all of the larger American insurance companies have their 
Southern headquarters in the city. Atlanta ranks 5th in the United States among the nation’s 
insurance leaders. She is the seat of most of the United States Government activity in the 
Southeastern States and more than 3,300 of America’s leading concerns have Atlanta branches 
today. Her 1,650 factories turn out more than 3,300 different commodities. No other South- 
eastern city exceeds Atlanta in the value and diveristy of products made annually. 


Medical Action 


Atlanta ranks among the leading medical centers in the United States. Fulton and DeKalb 
counties, in which Atlanta is situated, have 18 general hospitals and nine related institutions 
(excluding those serving the active military service with a total of over 4,000 beds. The 18 
clinics in this area have over 450,000 visits annually. 

In the metropolitan area are 1,500 physicians, of whom more than 1,000 are members of 
the Fulton and DeKalb county medical societies. Active graduate nurses in this area number 
about 2,500. Approximately 40% of the patients given hospital care in this area are from out- 
side Fulton and DeKalb counties. 

The Communicable Disease Center, the only Federal Government agency with national 
headquarters in Atlanta, is a division of the United States Public Health Service. The Center 
serves all the states and territories, with from 2,000 to 3,000 public health workers, including 
150 from foreign countries, coming to Atlanta for training every year. The Center also con- 
ducts public health laboratory research and epidemic investigations. Its training activities in 
Atlanta include a substantial audio-visual production unit which makes scientific and techni 
cal training aids that are used all over the country. This Center now has under construction 
a $12,000,000 laboratory and administrative headquarters, adjacent to the Emory University 
campus. 


Far Reaching Interests 


Atlantans and their visitors have amusement facilities in abundance. More than fifty theatres 
are in operation and the city maintains 150 parks, squares, and spaces for public use. Atlanta 
is one of the musical centers of the United States, and has her own 80-piece symphony oF 
chestra, with resident conductor, which presents over 50 scheduled concerts from October to 
April. 

An interesting “Civil War” relic is a lamp-post standing and in service at the corner of 
Whitehall and Alabama Streets, the base of which was torn by a shell during the bombardment 
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of Atlanta in July, 1864. The rent has never been mended but is today very much as it was 
when Sherman’s shell put it there. 

Another interesting relic of the “Civil War” is the old war engine, “Texas,” now at Grant 
Park. Monuments to General McPherson and General Walker mark the respective spots 
on which they fell. 

Twenty miles away, over splendid paved highways are: Kennesaw Mountain, where one 
of the bloodiest battles of the war was fought; and the Confederate and Federal cemeteries 
at Marietta, where the slain of that battle lie buried. Another beautifully paved road will 
take you out twenty miles to Roswell, the location of the old Bulloch mansion, ancestral home 
of President ‘Teddy Roosevelt’s mother, which appears today very much as she left it as a bride 
to become the mother of America’s lamented Statesman. 


Out on Gordon Street, kept and guarded by devoted admirers of its one-time owner, nestles 
“The Wren’s Nest,’” home of Joel Chandler Harris, creator of Uncle Remus, and beloved of 
children in all lands. This shrine is preserved exactly as when Mr. Harris lived there, and it is 
open to the public for inspection. 


All visitors to Atlanta who love peace should pause long enough to look upon and pay 
tribute to the statue of Henry W. Grady, Georgia’s most brilliant orator and journalist, who 
died “literally loving a nation into peace.” This monument stands on Marietta Street, only a 
short distance from the Sixth Federal Reserve Bank, itself one of the show places of the city. 


Other places of interest to the tourist in Atlanta are: the Federal Penitentiary, one of the 
three in the United States; Fort McPherson, Government Army Post and headquarters of the 
Third Army; Agnes Scott College, one of the highest ranking female colleges in the United 
States; Georgia Tech, one of the largest and finest technical colleges in the country and _ pos- 
sessor of one of the South’s finest football teams; Emory University, said to have one of the 
most beautifully landscaped campuses in the country; Oglethorpe University, named in honor 
of the founder of Georgia; and the museum of agricultural and mineral resources of the state, 
located on the third floor of the State Capitol. 


Atlanta’s twenty-three golf courses, on one of which Bobby Jones, Alexa Stirling, Watts 
Gunn, and Charlie Yates were trained, are the delight of lovers of that sport; and the city’s 
residential sections are the pride of Atlanta, the joy of their owners and the envy of those 
who see them through the heavily wooded grounds that surround them. 


Stone Mountain—This geological wonder—the largest exposed mass of solid granite on earth, base 7 miles in cir- 

cumference, height 800 feet—is located 16 miles east of Atlanta. On its northern precipice a carving will depict 

neral Lee and a group of his leading Confederate officers as a memorial to all that fought in the War Between 
The States. 


Unchanging Memories 


Inasmuch as the fall of Aulanta in 1864 presaged the fall of the Confederacy, it is fitting 
that in and near this city would be located the two chief memorials to the cause—the Stone 
Mountain Confederate Memorial and the Cyclorama painting of the Battle of Atlanta. 

To describe the Stone Mountain Confederate Memorial in an article of this kind would 
be utterly impossible. It is a volume within itself—a thing to be seen to be believed, almost, 
much less to be properly appreciated. However, so important is this to the tourist that a brief 
outline of the memorial is apropos. 

Stone Mountain is located sixteen miles east of Atlanta. As its name implies, it is literally 
a mountain of stone, 800 feet long at the point of the carving, seven miles around the base, 
and a mile to the summit up the sloping side. It is the largest solid body of exposed granite 
in the world. On its northern side the mountain drops in a sheer, perpendicular precipice al- 
most a thousand feet from summit to base. Across this mammoth background of granite is 
being carved the supreme monument of history, in memory of the men and women who 
dared all, suffered all, and sacrificed all for the Southern Confederacy. 

Not only in magnitude and grandeur, but in absolute and indestructible permanence, 
will Stone Mountain Confederate Memorial surpass every other monument of history, ancient 
or modern. The natural erosion of Stone Mountain is so slow that science can only measure it 
as a fraction of an inch in a thousand years. When every other man-made structure now stand- 
ing on the face of the earth may have crumbled back to dust, this colossal military panorama 
of the Southern Confederacy will still stand out triumphantly upon the great granite precipice, 
an inseparable part of the mountain itself, as everlasting as the continents and oceans. 

So much for Stone Mountain. To tell more would lengthen this article to impossible 
proportions. To tell less would give no idea of the immensity of the memorial plan. It might 
be added that since June, 1923, a register kept at the mountain shows that visitors from 
every state in the Union and from many foreign countries have gazed upon the carving of the 
world’s greatest memorial. 

Commemorating the battle that sealed the fate of the Confederacy, the cycloramic paint- 
ing of the Battle of Atlanta hangs in a building all its own in Atlanta’s Grant Park, where it 
is exhibited to the public. It is the only remaining painting of a battle of the War Between 
the States. The picture presents a decisive moment during the battle on the afternoon of July 


Interior view of the Cyclorama painting which depicts the fierce Battle of Atlanta, July 22, 1864. Authentic in every detail, the 
painting measures 50 feet in height by 400 feet in circumference. 
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99, 1801, when a victorious assault by the Confederates upon the Federal lines east of Atlanta 
was being repulsed by reinforcements. The exact hour is four o'clock, four hours after General 
J. B. McPherson had been killed on the union side and some three hours after the death of 
General W. H. T. Walker, of the Confederacy. It was at this moment that the keystone of the 
arch of the Confederate States of America was loosened. The picture is fearfully realistic. The 
artists used poetic license to dispel the thick clouds of black powder smoke which otherwise 
would have obscured the field, and to foreshorten the perspective as if it were through the 
lenses Of binoculars. Otherwise, even to the smallest detail, it is historically true and authentic. 

The Cyclorama, housed in a fireproof marble and granite building of the coliseum type, 
measures 50 feet in height, 400 feet in circumference, and weighs 18,000 pounds. It required 
approximately 8,000 pounds of paints to portray this scene of battle for posterity. 

According to the dictionary, a cyclorama is defined as a large pictorial representation 
encircling the spectator, often having real objects as a foreground. Paintings of the panoramic 
and cycloramic type enjoyed a wide popularity in France and England during the last half 
of the nineteenth century, which led to their being shown in many American cities. An Amer- 
ican company was formed to paint cycloramas for exhibition, and a studio under the direction 
of William Wehner was opened in Milwaukee in 1885. A staff of eight German artists was 
brought over to do the painting. 

With characteristic German thoroughness, the artists of Mr. Wehner’s studio made every 
effort to paint a cyclorama which would not only be a work of art, but also a model of his- 
torical accuracy. The painting of the Battle of Atlanta is the composite work of the group, 
each doing that part in which he excelled. Chief among them were August Lohr of Munich 
and R. M. Heine of Dresden, who directed the composition and painting of the cyclorama. 
Associated with them were Bernard Schneider, Wilhelm Schroeter an Franx Biberstein, land- 
sxape painters; Herr Zuchotinsky, Theodor Breidwise, Franx Rohrbeck, Herman Michalowski 
and Johannes Schulz, figure painters; and Richard Lorenz and George Peter, animal painters. 

In their effort to produce the most excellent, as well as the most authentic painting, the 
staff of artists came to Atlanta in October, 1885, and made an exhaustive reconnaisance of the 
battlefield. They were accompanied by Theodore R. Davis, correspondent and staff artist on 
Harper's Weekly, who had traveled with General Sherman during his entire Georgia campaign. 

Completed at a cost of $40,000, the painting was first exhibited in Detroit in 1887. In 
1891, it was bought by Paul Atkinson, a former member of the Georgia legislature, for $2,500 
and was brought to Atlanta for exhibition in a building on Edgewood Avenue. Mr. Atkinson 
sold the painting to H. H. Harrison of Florida, who planned to exhibit it at the Chicago 
World’s Fair in 1893. This plan was not carried out, and a constantly increasing debt of taxes 
and arrears in rent caused Mr. Harrison to abandon the painting. 

Sold at auction on August 1, 1893, it was bought by Ernest Woodruff for the East Atlanta 
Land Company. On August 10, 1893, George V. Gress, an Atlanta lumber dealer, bought the 


Atlanta Public Library 
= : Besides the Main Library, there are 16 branches, 2 
Administration Building, Georgia Institute of Technology “deposits,” and 2 bookmobiles, totaling 521,839 volumes. 
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SERENE RESIDENTIAL HOME 


Typical home in Atlanta’s beautiful northside residential area. Here you find every conceivable type of architecture, 
including historic ante-bellum homes of another era. 


painting for $1,000. It was moved to Grant Park where it was exhibited, and the proceeds were 
used for the benefit of poor children of the city. In 1897, Mr. Gress offered the painting to the 
city of Atlanta. In 1898, his offer was accepted and the painting was housed in an old wooden 
building until October, 1921, when it was moved into the fireproof marble and granite building 
in which it is now housed. 


In recent years, the painting has been renovated. The canvas was given a thorough clean- 
ing, and the faded, chipped spots were touched up. Until then, the picture had only two 
dimensions, height and width. By adding plaster figures, shrubs, effigies of fighting and dying 
men and horses to the inside circular area surrounding the painting, it is almost impossible 
to tell just where the canvas ends and the floor begins. From a circular balcony in the center 
of the room, one views the battle as if he were in its very midst. 

Valued at more than a million dollars, experts believe that since its renovation the paint- 


— ing will last for several hundred years. When the Cyclorama was reopened and dedicated on 

7S January 11, 1939, with new lighting effects, Atlanta’s Mayor W. B. Hartsfield said: “The Cy- 
. lorama is the greatest thing Atlanta has, symbolizing the best of her traditions and giving her 

“ ifs: people a warmth of character for which few cities have a constant reminder.” No visitor to 


Atlanta should fail to see the Cyclorama. 

Atlanta could certainly be called the convention city of Dixie, for it has all the facilities 
necessary for such needs. Atlanta, within 214 hours by air of two-thirds of the nation’s popu- 
lation, has a million dollar Municipal Auditorium seating 5,200 in the main arena and con 
taining a portable inclined floor for stage attractions and several other smaller assembly rooms. 
She has 48 hotels and 48 motels that do not increase their rates during conventions, offering 
10,000 guest rooms and 76 assembly rooms seating from 15 to 2,000 people—more train, air- 
line, and bus schedules than any other Southern city and a network of paved highways which 
converge at this point. A new Auditorium Annex, adjoining the main building and completed 
ae in 1949, added 19,000 square feet of exhibit space to the existing facilities. 

In the language of an old toast to “The Gate City of the South,” one is assured that “all 
that Atlanta requires of those who pass through her boundaries is that they stop long enough 
to partake of the hospitality of her citizens.” 


: 
: = 5 : 
~ 
€ 
4 
~ 
| 


were 
the 
oden 
ding 


lean- 

two 
lying 
sible 
enter 


aint- 
d on 
> Cy- 
her 
to 


lities 
opu- 

con- 
os. 
ering 
air- 
thich 
leted 


“all 
ough 


Program 


cm 
= 
qo 
= 


> 


November 16-19, 1959 


Prel 


President's Message 


The prognosis appears better every day for a capacity attendance at one of the most 
enjoyable and successful annual sessions in the history of the Southern Medical Association— 
in Atlanta November 16-19. The members of Southern have most pleasant memories of the several 
happy meetings in Georgia in years past. 

Atlanta is an epitome of the true spirit of the South—steeped in the traditions of historical 
landmarks, yet characterized by a progressiveness that has led to an undisputed place as one of 
the foremost cities of the South. Leadership in business, culture, education and Medicine is 
accompanied by a gracious and cordial hospitality that makes visitors want to come again. 

The excellence of the scientific program—Section papers, general sessions on Medicine and 
Surgery on the opening day, symposia on Geriatrics and Nuclear Medicine on the final morning, 
and exhibits both scientific and technical, gives promise of new heights of enjoyment. Tuesday 
noon at a luncheon meeting, there will be an address by Dr. Louis Orr of Orlando, Florida, the 
A.M.A. President from the South. On Wednesday evening, the annual dinner gives everybody 
an opportunity for a happy time. 

And the women have a most interesting program before them in entertainment and other- 
wise. The hospitality of Atlanta and Fulton County in Georgia will be brimming over. 

So your officers invite you to make sure of your hotel reservation now for one of the most 
pleasant and worthwhile weeks of the year in Atlanta, November 16 through 19. 


Cordially and enthusiastically, 


MILFORD O. ROUSE, M. D, 
President, Southern Medical Association 
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Welcome to 


ATLANTA 


A city of ante-bellum charm and hospi- 
tality—blended with the bustling industrial 
life of a modern metropolis—Atlanta—one 
of the South’s most beautiful capital cities 
—sends a cordial welcome to physicians, 
their families and guests to the fifty-third 
annual meeting of Southern Medical Asso- 
ciation, November 16-19, 1959—the fifth 
SMA meeting to be held here. Atlanta has 
something to please everyone: 


ENTERTAINMENT 


e Fifty splendid theaters. 

e Excellent golf courses and social clubs. 
e Exciting after-hours night spots. 

e@ Unexcelled cuisine in famous restaurants. 
e@ Luxurious hotels and motels. 


STORES AND SHOPS 


People who live hundreds of miles away 
come to Atlanta to shop or browse in the 
city’s famous department stores and spe- 
cialty shops. Called the fashion center of 
the South, Atlanta holds particular appeal 
for the ladies. 


MEDICAL FACILITIES 


More than one thousand physicians, rep- 
resenting all departments of medicine, 
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practice in the Greater Atlanta area. There 
are five major hospitals, including the new 
1,000-bed Grady Memorial. Emory Uni- 
versity, with its outstanding Medical Col- 
lege, is of great interest to physicians. 


SIGHTSEEING 


For those “unscheduled” hours, Margaret 
Mitchell’s home town offers such scenic 
spectaculars as Stone Mountain, 800-foot 
high granite wall, the largest exposed face 
of granite in the world. Here one sees the 
famous life-like Cyclorama vividly depict- 
ing the historic Battle of Atlanta, along 
with relics of the War Between the States. 


Visitors may also enjoy the museum and 
galleries of the Atlanta Art Association, 
and see the Wren’s Nest where Joel 
Chandler Harris wrote the beloved Uncle 
Remus stories. 


Georgia Tech, Agnes Scott College for 
Women, Emory University, Fort McPherson, 
Grant Park, and beautiful residential sec- 
tions are other points of interest. 


Atlanta is truly a Southern dish for any 
palate. You'll enjoy every minute of your 
stay. 
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GENERAL HEADQUARTERS 


Advance Registration 


For your convenience, advance registration for all 
members and guests will be held in the lobbies of the 
Dinkler Plaza, the Henry Grady and the Atlanta Bilt- 
more Hotels on Sunday, November 16 from 10:00 a.m. 
until 5:00 p.m. 


Regular Registration 


The registration desks will be located in the foyer 
of the Atlanta Municipal Auditorium beginning Mon- 
day morning at 8:00 a.m. and continuing daily until 
5:00 p.m. The Auditorium is headquarters for all 
scientific sessions, registration, exhibits and informa- 
tion. 


Tickets 


Tickets to the President’s Luncheon, President’s 
Night, and to all regularly scheduled luncheons and 
dinners of the Sections and of Alumni and fraternity 
groups may be secured near the Registration Desk 
where each group will have a representative. 


Executive Offices, Dinkler Plaza Hotel 


The office of the Executive Secretary and staff will 
be open from 8:00 a.m. until 6:00 p.m. daily, No- 
vember 15-19 inclusive at the Dinkler Plaza. 


Pressroom, Dinkler Plaza 


The pressroom, under the direction of Mr. J. Mor- 
gan Smith, will be located on the mezzanine floor of 
the Dinkler Plaza. 


WHO MAY ATTEND 


All scientific activities, meetings and exhibits at 
the Atlanta meeting will be available to physicians 
who are members in good standing of their local and 
state medical societies. Those who are not members 
of the Southern Medical Association will show mem- 
bership card evidencing membership in their local 
and state societies. All scientific meetings and exhibits 
will be available to residents, interns, senior and jun- 
ior medical students, technicians and nurses. There is 


no registration fee at Southern Medical Association 
meetings. 


WHO MAY BE MEMBERS 


MEMBERSHIP—The membership of this Associa- 
tion shall be limited to eligible members of the 
Various state and local medical societies of the follow- 
ing states, viz: Alabama, Arkansas, District of Co- 
lumbia, Florida, Georgia, Kentucky, Louisiana, Mary- 
land, Mississippi, Missouri, North Carolina, Oklahoma, 
South Carolina, Tennessee, Texas, Virginia, West Vir- 
ginia, and eligible medical officers of the United States 
Army, Navy, Public Health Service and Veterans Ad- 
ministration, and eligible American members of the 


Canal Zone Medical Association and the Puerto Rico 
Medical Association. 


DUES—The dues of this Association (which include 
a year’s subscription to the Southern Medical Journal) 
shall be $10.00 per year, payable annually.—Extract, 
Chapter VIII, By-Laws. 


PROGRAM, ATLANTA MEETING 
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POSTGRADUATE CREDIT 30 HOURS 


Members of the American Academy of General 
Practice may receive a maximum credit of 30 hours 
on their postgraduate requirements by attending this 
meeting. The six hours of the Section on General 
Practice are classified as CATEGORY I, and the 


remaining twenty-four possible hours are classified as 
CATEGORY II. 


DOWNTOWN SERVICE CLUBS 


American Business Clubs 


Atlanta Chapter Fri. 12:15 Downtown YMCA 
Atlanta Jr. C. of C. Thurs. 12:15 Dinkler Plaza 
Civitan Club of Atlanta Tues. 12:30 Atlanta Ath. Club 
Exchange Club of Atlanta Wed. 12:30 Atlanta Ath. Club 
Kiwanis Club of Atlanta Tues. 12:30 Dinkler Plaza 
Lions Club of Atlanta Fri. 12:15 Dinkler Plaza 
Northside Kiwanis Club Fri. 12:30 Atlanta Biltmore 
Optimist Club of Atlanta Fri. 12:15 Georgian Terrace 
Rotary Club of Atlanta Mon. 12:30 Dinkler Plaza 


Sertoma Club of Atlanta ca 3rd__12:30 Downtown YMCA 
Ved. 


ALUMNI AND FRATERNITY REUNIONS 


The following medical schools and fraternities have 
arranged for luncheons or dinners. Further informa- 
tion and tickets to these events may be obtained in 
the lobby of the Atlanta Municipal Auditorium near 
the Association registration desk. 


BAYLOR UNIVERSITY COLLEGE OF MEDICINE, 
Houston, Tex. Dinner meeting, Monday, November 
16, Mirror Room, Dinkler Plaza Hotel. Dr. John D. 
Campbell, Chairman, Atlanta, Ga. 


BOWMAN GRAY SCHOOL OF MEDICINE, Winston- 
Salem, N. C. Dinner meeting, Tuesday, November 
17, Mirror Room, Dinkler Plaza Hotel. Dr. Bernard 
Hallman, Chairman, Atlanta, Ga. 


DUKE UNIVERSITY SCHOOL OF MEDICINE, Dur- 
ham, N. C. Dinner meeting, Tuesday, November 
17, Ballroom, Druid Hills Golf Club. Dr. E. B. 
Dunlap, Jr., Chairman, Atlanta, Ga. 


GEORGE WASHINGTON UNIVERSITY SCHOOL 
OF MEDICINE, Washington, D. C. 


INDIANA UNIVERSITY SCHOOL OF MEDICINE, 
Indianapolis, Ind. Luncheon meeting. Dr. Dan B. 
Kahle, Chairman, Atlanta, Ga. 


JOHNS HOPKINS UNIVERSITY SCHOOL OF 
MEDICINE, Baltimore, Md. Social hour, Monday, 
November 16, Capitol City Club, 6:00-8:00 p.m. 
Dr. F. L. Neely, Chairman, Atlanta, Ga. 


LOUISIANA STATE UNIVERSITY SCHOOL OF 
MEDICINE, New Orleans, La. Dinner, Tuesday, 
November 17, Panel Rooms, Dinkler Plaza Hotel. 
Dr. Stephen W. Brown, Chairman, Augusta, Ga. 


MEDICAL COLLEGE OF ALABAMA, Birmingham, 
Ala. 


MEDICAL COLLEGE OF GEORGIA, Augusta, Ga. 
Cocktail party, Monday, Nov. 16, 6:30-8:30 p.m., 
Crystal Room, Cherokee Town and Country Club. 
Dr. William H. Galloway, Chairman, Atlanta, Ga. 


MEDICAL COLLEGE OF SOUTH CAROLINA, 
Charleston, S. C. Cocktails, 6:45 p.m., Tuesday, 
November 17, guests of Dr. Sam Norwood, Atlanta, 
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Ga. Followed by dinner, Dining Room, Academy 
of Medicine, 875 West Peachtree Street, N.E., At- 
lanta, Ga. Dr. Jack C. Norris, Chairman, Atlanta, 
Ga. 


TULANE UNIVERSITY SCHOOL OF MEDICINE, 
New Orleans, La. 


TNIVERSITY OF ARKANSAS SCHOOL OF MEDI- 
CINE, Little Rock, Ark. 


'NIVERSITY OF LOUISVILLE SCHOOL OF MEDI- 
CINE, Louisville, Ky. Cocktails and Dinner, Mon- 
day, November 16, 6:00 p.m., Heart of Atlanta 
Motel. 


'NIVERSITY OF MARYLAND SCHOOL OF MEDI- 

CINE, Baltimore, Md. Dinner, Tuesday, November 
17, Room A, Dinkler Plaza Hotel. Dr. Louis O. J. 
Manganiello, Chairman, Augusta, Ga. 


TNIVERSITY OF MISSISSIPPI SCHOOL OF MEDI- 
CINE, University, Miss. Open House, “Ole Miss,” 
November 16-19, Parlor A, Henry Grady Hotel. 
INIVERSITY OF NORTH CAROLINA SCHOOL 
OF MEDICINE, Chapel Hill, N. C. Social Hour, 
6:30 p.m., Dinner, 7:30 p.m., Tuesday, November 
17, Piedmont Driving Club. Dr. Sam A. Wilkins. 
Jr., Chairman, Atlanta, Ga. 


INIVERSITY OF OKLAHOMA SCHOOL OF MEDI- 

CINE, Oklahoma City, Okla. Cocktails, Monday, 
November 16, 6:00-8:00 p.m., Sky Room, Dinkler 
Plaza Hotel. Dr. Homer S. Swanson, Chairman, 
Atlanta, Ga. 


INIVERSITY OF PENNSYLVANIA, Philadelphia, 
Pa. Dinner, Tuesday, November 17, 7:00 p.m. Capi- 
tol City Club, Atlanta, Ga. Wives are invited. Cost 
$5.00. Please send check for reservation to Dr. Philip 
H. Nippert, 622 Doctors Building, Atlanta 8, Ga. 
If necessary, cancellation can be made on or before 
November 14 for return of check. 
'NIVERSITY OF TENNESSEE 
MEDICINE, Memphis, Tenn. 
TNIVERSITY OF TEXAS MEDICAL BRANCH, 
Galveston, Tex. Cocktails, Tuesday, November 17, 
Cherokee Country Club, Atlanta, Ga. 

"NIVERSITY OF VIRGINIA SCHOOL OF MEDI- 
CINE, Charlottesville, Va. Dinner, Tuesday, No- 


vember 17, 6:30 p.m., Heart of Atlanta Motel. Dr. 
W. R. Mason, Jr., Chairman, Atlanta, Ga. 


‘ANDERBILT UNIVERSITY SCHOOL OF MEDI- 
CINE, Nashville, Tenn. Dr. A. Worth Hobby, Chair- 
man, Atlanta, Ga. 

WASHINGTON UNIVERSITY SCHOOL OF MEDI- 
CINE, St. Louis, Mo. 

PHI CHI FRATERNITY. Dr. 
Chairman, Atlanta, Ga. 


COLLEGE OF 


William R. Crowe, 


PUBLIC TELECAST 


In cooperation with the Association, Merck Sharp 
& Dohme will sponsor and produce a public telecast 
on Tuesday evening, November 17, “Medical Care for 
All of Your Life.” The show will originate over one 
of the Atlanta television stations and will feature three 
periods of medical care problems. The moderator for 
the show will be a nationally known commentator, 
and the physician-participants will be Dr. Dorothy S. 


SOUTHERN MEDICAL JOURNAL 
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Jaeger-Lee, Atlanta, pediatrician; Dr. Fount Richard. 
son, Fayetteville, Ark., family physician; and Dr. A, 
Clayton McCarty, Louisville, Ky., geriatrician. 


SCIENTIFIC COLOR TV PROGRAMS 


Through the courtesy of Smith Kline & French 
Laboratories of Philadelphia, a full schedule of color 
television programs will be screened at the Municipal 
Auditorium. The program, prepared by Dr. Lester 
Rumble, Atlanta, Chairman of the Committee on 
Television, is as follows: 


Monday, November 16 


Time—Tentative Title—Chairman 
2 p.m.-3 p.m.—Post-Mortem Examination, Dr. John T. Godwin 


3 p.m.-4 p.m.—Significance of Hepatomegaly, Dr. David Ff, 
James 


Tuesday, November 17 


10 a.m.-11 a.m.—Office Evaluation of Cardio-Respiratory Fune- 
tion, Dr. James B. Minor 
Mouth-to-Mouth Resuscitation, Dr. Lester 
Rumble, Jr., Dr. Peter Safar 


11 a.m.-12 Noon—‘‘On the Pump’’—Open Heart Surgery, Dr. 
Wm. A. Hopkins 


2 p.m.-3 p.m.—Staphylococcus and the Pediatrician, Dr. Rich- 
ard Blumberg 


3 p.m.-4 p.m.—Low Back Pain, Dr. F. James Funk 


Wednesday, November 18 


10 a.m.—Psychiatry and the Generalist, Dr. Rives 
Chalmers 


11 a.m.-12 Noon—Office Problems in  Proctology, Dr. Earl 
Rasmussen 


2 p.m.-3 p.m.—Topical Anesthesia, Dr. John — Steinhaus; 
Diagnostic Aids in Gastroenterology, Dr. J. 
Spalding Schroder 


GOLF TOURNAMENT 


The thirty-sixth annual golf tournament for men 
of the Southern Medical Association will be held 
Monday and Tuesday, November 16-17 at the Druid 
Hills Country Club. Tournament play will consist 
of one eighteen-hole round of medal play, and en- 
trants are privileged to play any time Monday or 
Tuesday. Please check with the Pro at the Club prior 
to playing your round and turn in your card to him 
after play. 

It will facilitate handicapping if participants will 
bring a statement of their club handicap with them. 
Each golfer is requested to wear the regular SMA 
registration badge for identification when visiting the 
Club. All golfers are urged to bring their own clubs. 


The three major trophies in play this year are 
the (1) New Orleans Item Cup for low gross, junior 
class (under 50 years of age); (2) the Miami Daily 
News Cup, in play for the seventh time for low gross 
senior class; and (3) the Dallas Morning News Trophy, 
in play since 1925, handicap for low net. 


All participants in the tournament must be phys 
cians who are properly registered at SMA headquarters 
and must wear the official registration badge to be 
accorded the privileges of the Druid Hills Country 
Club. 


_ Arrangements for the Tournament were made by 
the Golf Committee of which Dr. Taylor S. Burgess 
of Atlanta is Chairman. 
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WOMEN PHYSICIANS 


A tea will be given by Dr. Cordelia K. Dowman, 
2559 Brookdale Drive, N.W., on Sunday, November 
15, 3:00 to 5:00 p.m., for the local women physicians 
and the visiting women physicians of the Southern 
Medical Association. 

The women physicians of the Southern Medical As- 
sociation will hold their forty-fifth annual session at 
a breakfast on Tuesday, November 17, 9:00 a.m., at 
the Atlanta Athletic Club. The cost of the breakfast 
will be $3.00 per person and reservations with check 
should be mailed to Dr. Elisabeth Martin, 107 Four- 
teenth Street, N.E., Atlanta 9, Georgia, by November 
14. The Club is centrally located and will be accessible 
to all. 


The Atlanta Committee on Arrangements for Women 
Physicians is Dr. Cordelia K. Dowman, Chairman; 
Dr. Amey Chappell, Vice-Chairman; Dr. Helen W. 
Bellhouse, Dr. Estelle P. Boynton, Dr. Betty Ann 
Brooks, Dr. Leila D. Denmark, Dr. W. Elizabeth 
Gambrell, Dr. L. Margaret Green, Dr. Ellen Finley 
Kiser, Dr. Rose A. Lahman, Dr. Eclyda Ruth Mc- 
Clure, Dr. Estelle McNiece, Dr. Elisabeth Martin, Dr. 
Lela Bonner Miller, Dr. Edna Smith Porth, and Dr. 
Margaret J. Wall. 

Dr. MARY MARGARET McLeop, Chairman 
SMA Women Physicians 

Dr. EstettaA MAGIERA, Vice-Chairman 
SMA Women Physicians 


WOMAN’S AUXILIARY 


The Woman’s Auxiliary to the Southern Medical 
Association will hold its 35th annual meeting in 


Adanta in conjunction with the Southern Medical 
Association. 


The Auxiliary will have its headquarters at the 
Henry Grady Hotel where all of their activities will 
be centered. 


The sessions will be presided over by Mrs. George 
W. Owen, President, Jackson, Mississippi. 

At the conclusion of the sessions Mrs. John M. 
Chenault, Decatur, Alabama, will be installed as 
President. 


Program for Woman’s Auxiliary on page 46. 


MEDICAL STUDENT REPRESENTATIVES 


The Association will again invite representatives 
of the senior class of thirteen medical schools to be 
its guests for the meeting. These fine young doctors 
of the future will have an opportunity to observe 
every phase of the operation of a Southern Medical 
meeting. 

The agenda will include visits to the Section pro- 
grams, exhibits and medical facilities in the Atlanta 
area. 


Schools which will be invited to send an elected 
representative are: 
Bowman Gray School of Medicine, Winston-Salem, 
North Carolina 


Duke University School of Medicine, Durham, North 
Carolina 

Emory University School of Medicine, Atlanta, Georgia 

—— University School of Medicine, Washing- 
ton, D. 


George ini University School of Medicine, 
Washington, D. C. 
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Johns Hopkins University School of Medicine, Balti- 
more, Maryland 

Medical College of Georgia, Augusta, Georgia 

Medical College of South Carolina, Charleston, South 
Carolina 

Medical College of Virginia, Richmond, Virginia 

University of Maryland School of Medicine & College 
of Physicians and Surgeons, Baltimore, Maryland 

University of North Carolina School of Madicine, 
Chapel Hill, North Carolina 

University of Virginia School of Medicine, Charlottes- 
ville, Virginia 

West Virginia University School of Medicine, Morgan- 
town, West Virginia 


SOUTHERN FLYING PHYSICIANS 


The Southern Flying Physicians, organized in Hous- 
ton in 1955, and meeting with Southern Medical As- 
sociation continuously since that time, will have a 
program at the Atlanta Meeting as follows: The group, 
headquartered at the Biltmore, will leave the Biltmore 
by chartered bus at 2:00 p.m. to go to the Lockheed 
Aircraft Corporation where the scientific program will 
be held at 3:00 p.m., followed by a tour of the Lock- 
heed plant. Following the tour, the group will return 
to the Biltmore for the annual cocktail party and 
dinner, which will be followed by a business session. 
For further information write: 

Dr. Donald Smith, General Chairman 
430 Ingraham Building 
Miami 32, Florida 


Dr. Christopher McLoughlin, Chairman of 
Local Arrangements 

384 Peachtree St., N.E. 

Atlanta 8, Georgia 


OTHER CONJOINT SOCIETIES 


In addition to the Southern Flying Physicians, other 
medical groups meeting conjointly or cooperatively 
with the Southern Medical Association are: 


American College of Chest Physicians, Southern Chap- 
ter 


American Society of Internal Medicine 
American Proctologic Society, Council of 


College of American Pathologists, Southeast Regional 


Committee 


Southeastern Proctologic Society 
Southwestern Society of Nuclear Medicine 
The Southern Gynecological and Obstetrical Society 


POSTCONVENTION TOUR 


The Association has arranged a delightful tour to 


Nassau following the Atlanta Meeting. The tour 
group will leave Atlanta on Flight 519, Delta Airlines 
at 12:35 p.m., 
Nassau in the late afternoon via Miami. The all- 
expense tour group will depart Nassau Sunday, No- 
vember 22 at 2:45 p.m. on Pan Am Clipper Flight 
404. For further information including a descriptive 
brochure and reservation form write our official Tour 
Agency: 


Thursday, November 19, arriving in 


Travel Consultants, Incorporated 
1612 K St., N.W. 
Washington 6, D. C. 
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GENERAL SESSIONS 


Four major general sessions will augment the regu- 
lar sessions of the Association’s twenty Sections. Two 
of these, one in Medicine and one in Surgery, will 
be presented Monday, November 16, at the Municipal 
Auditorium. Two others, one in Geriatrics and one 
in Nuclear Medicine, will be presented Thursday 
morning at the Auditorium. Chairmen for the Gen- 
eral Sessions are as follows: 

General Medicine. . .Kelly T. McKee, Charleston, S. C. 
General Surgery. Seymour Ochsner, New Orleans, La. 
Geriatrics. .......1 A. Clayton McCarty, Louisville, Ky. 
Nuclear Medicine... .J. R. Maxfield, Jr., Dallas, Tex. 


See program index for detailed programs of these 
important sessions. 


PRESIDENT’S LUNCHEON 


A special luncheon honoring Dr. Milford O. Rouse 
of Dallas, President, will be held in the Dinkler 
Room B, Dinkler Plaza Hotel, on Tuesday, November 
17 at 12:30 p.m. Tickets will be available at all 
registration desks. 

There will be a brief business session and the en- 
tire membership and their wives are invited to attend. 

A highlight of the luncheon will be an address by 
the President’s guest, Dr. Louis M. Orr, President of 
the American Medical Association, Orlando, Florida. 


PRESIDENT’S NIGHT—-ANNUAL DINNER DANCE 


The social highlight of the meeting will be held 
Wednesday evening, November 18, in the Dinkler 
Plaza Room of the Dinkler Plaza Hotel at 7:00 p.m. 
The dinner will be preceded by a reception honoring 
President and Mrs. Milford O. Rouse of Dallas, 
President-Elect and Mrs. Hugh Lawson of New Or- 
leans, President of the Auxiliary, Mrs. George W. 
Owen and Dr. Owen, Jackson, Mississippi, and Presi- 
dent-Elect of the Auxiliary, Mrs. John M. Chenault 
and Dr. Chenault, Decatur, Alabama. 

Following the dinner and a brief business session, 
the evening will be concluded with professional en- 
tertainment and dancing. 


OTHER HIGHLIGHTS 


Other scheduled functions include the Past Presi- 
dents’ Dinner, the Past Councilors’ Breakfast, the 
Associate Councilors’ Luncheon, Medical Students’ Din- 
ner and several Section and Alumni luncheons and 
dinners. 


COMMITTEES ON ARRANGEMENTS 
ATLANTA 


General Chairman—Dr. James H. Byram. 

Vice General Chairman—Dr. McClaren Johnson. 

Executive Committee—Dr. Jack C. Norris, Chairman; 
Dr. McClaren Johnson, Vice-Chairman; Dr. Edgar 
Boling, Dr. James H. Byram, Dr. Walker L. Curtis, 
Dr. Major F. Fowler, Dr. Hugh Hailey, Dr. A. O. 
Linch, Dr. Harold P. McDonald, Dr. Christopher 


J. McLoughlin, Dr. Floyd W. McRae, Dr. J. D.. 


Martin, Jr., Dr. Charles E. Rushin and Dr. Thomas 
F. Sellers, Sr. 


OCTOBER 1959 


Advisory Committee—Dr. W. A. Selman, Chairman; 
Dr. Allen H. Bunce, Vice-Chairman; Dr. Olin §. 
Cofer, Vice-Chairman; Dr. T. F. Abercrombie, Dr. 
Eustace A. Allen, Dr. E. W. Allen, Dr. Carl C. Aven, 
Dr. C. L. Ayers, Dr. R. A. Bartholomew, Dr. J. M. 
Bazemore, Dr. Montague L. Boyd, Dr. T. Luther 
Byrd, Dr. F. Phinizy Calhoun, Sr., Dr. Enoch Calla- 
way, Dr. Frederick D. Cheney, Dr. James J. Clark, 
Dr. Grady N. Coker, Dr. Herschel C. Crawford, 
Dr. Howard Hailey, Dr. William P. Harbin, Jr., 
Dr. C. F. Holton, Dr. Lee Howard, Dr. K. S. Hunt, 
Dr. Luke H. Kelly, Dr. Spencer A. Kirkland, Dr, 
Ben K. Looper, Dr. J. C. Metts, Dr. W. Perrin 
Nicolson, Dr. Buford L. O'Neal, Dr. R. S. O'Neal, 
Dr. J. C. Patterson, Dr. W. E. Person, Dr. Edgar 
R. Pund, Dr. A. A. Rayle, Sr., Dr. W. F. Reavis, 
Dr. C. H. Richardson, Dr. M. Hines Roberts, Dr, 
Cyrus K. Sharpe, Dr. Cyrus W. Strickler, Jr., Dr. 
John W. Turner, Dr. Ernest F. Wahl and Dr. Joseph 
Yampolsky. 


Honorary Advisory Committee—Dr. W. A. Selman, 
Chairman; Dr. Allen H. Bunce, Vice-Chairman; 
Dr. Olin S. Cofer, Vice-Chairman; Dr. Leland G, 
Baggett, Dr. Gregory W. Bateman, Dr. B. T. Beasley, 
Dr. H. Bagley Benson, Dr. Everett L. Bishop, Dr. 
J. C. Blalock, Dr. Joe M. Bosworth, Dr. Napier 
Burson, Dr. T. Sterling Claiborne, Dr. M. B. Cope- 
loff, Dr. Warren S. Dorough, Dr. John B. Duncan, 
Dr. W. B. DuVall, Dr. George W. Fuller, Dr. Wad- 
ley R. Glenn, Dr. Howard Hailey, Dr. William A. 
Kelley, Dr. Luke H. Kelly, Dr. Spencer A. Kirkland 
and Dr. D. O. Thompson. 


Alumni and Fraternity Dinners Committee—Dr. Don- 
old F. Cathcart, Chairman; Dr. Alton V. Hallum, 
Vice-Chairman; Dr. Carl C. Aven, Dr. F. Kells Bo- 
land, Dr. Lester A. Brown, Dr. T. Luther Byrd, 
Dr. E. D. Colvin, Dr. J. K. Fancher, Dr. Lamar F. 
Glass, Dr. Thomas N. Guffin, Dr. Stacy C. Howell, 
Dr. Dan B. Kahle, Dr. Richard E. King, Dr. J. G. 
McDaniel, Dr. Christopher J. McLoughlin, Dr. Wil- 
liam O. Martin, Jr., Dr. John T. Mauldin, Dr. 
William E. Mitchell, Dr. William M. Moncrief, Dr. 
Albert L. Morris, Dr. Sam D. Murray, Dr. Dewey 
T. Nabors, Dr. Jack C. Norris, Dr. Samuel W. 
Norwood, Dr. C. Purcell Roberts and Dr. Calvin 
B. Stewart. 


Emergency Housing Committee—Dr. Hugh Hailey, 
Chairman; Dr. Vernon E. Powell, Vice-Chairman; 
Dr. Carl C. Aven, Dr. Allen M. Collinsworth, Dr. 
Charles F. Cooper, Jr., Dr. Joseph S. Cruise, Dr. 
Charles E. Dowman, Dr. Albert L. Evans, Dr. A. 
Worth Hobby, Dr. Byron J. Hoffmann, Dr. Joseph 
H. Patterson, Dr. Julius V. Pierotti, Dr. Morgan 
B. Raiford, Dr. B. L. Shackleford, Dr. Samuel J. 
Sinkoe, Dr. Carter Smith, Dr. Ben R. Thebeaut, 
Dr. Paul E. Turrentine, Dr. J. Frank Walker, Dr. 
W. P. Warner, Jr., Dr. Richard B. Wilson, Dr. 
Edgar Woody, Jr., and Dr. Edward S. Wright. 


Entertainment Committee—Dr. A. E. Hauck, Chair 
man; Dr. J. G. McDaniel, Vice-Chairman; Dr. B. 
Russell Burke, Dr. Herschel C. Crawford, Dr. Shel- 
ley C. Davis, Dr. Mark S. Dougherty, Jr., Dr. Edgar 
F. Fincher, Dr. F. James Funk, Jr., Dr. Irving L. 
Greenberg, Dr. Lonnie W. Grove, Dr. Howard Hail- 
ey, Dr. William G. Hamm, Dr. John Rhodes Hav 
erty, Dr. David L. Hearin, Dr. David E. Hein, Dr. 


Joseph H. Hilsman, Dr. Ralph A. Huie, Jr. Dr. 
Charles $. Jones, Dr. Bruce Logue, Dr. Mason |. 


Lowance, Dr. Joseph C. Massee, Dr. Frederic R. 
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Minnich, Dr. Hugh G. Mosley, Dr. Jack C. Norris 
and Dr. Herbert J. Rosenberg. 


Golf Committee—Dr. Taylor S. Burgess, Chairman; 
Dr. Harrison L. Rogers, Jr., Vice-Chairman; Dr. 
Charles C. Adams, Dr. Gordon G. Allison, Dr. 
William H. Bateman, Dr. Donald E. Beard, Dr. 
William H. Bennett, Dr. Richard E. Boger, Dr. 
Edgar Boling, Dr. Glenn J. Bridges, Dr. Stephen 
T. Brown, Dr. Ellsworth Cale, Dr. James J. Clark, 
Dr. Shelley C. Davis, Dr. Major F. Fowler, Dr. 
George W. Fuller, Dr. William E. Goodyear, Dr. 
A. O. Linch, Dr. Virgil W. Osborne, Dr. John H. 
Ridley, Dr. George S. Roach, Jr., Dr. Paul Teplis, 
Dr. William C. Warren, Jr., and Dr. Jesse H. York. 


Medical Societies Committee-at-Large—Fulton County 
and Adjoining Counties—Dr. James H. Byram, 
Chairman; Dr. Harold P. McDonald, Vice-Chairman; 
Dr. Robert B. Ansley, Dr. D. C. Kelley, and Dr. 
Fred K. Schmidt. 


Medical Students Committee—Dr. Arthur P. Richard- 
son, Chairman; Dr. Benjamin R. Gendel, Dr. Joseph 
H. Hilsman, Dr. David J. Hughes, Dr. J. Willis 
Hurst, Dr. David F. James, Dr. J. D. Martin, Jr., 


Dr. W. L. Paullin, Jr., Dr. Lester Rumble, Jr., and 
Dr. Walter H. Sheldon. 


Publicity and Public Relations Committee—Dr. Charles 
§. Jones, Chairman; Dr. A. Hamblin Letton, Vice- 
Chairman; Dr. Eustace A. Allen, Dr. Evert A. 
Bancker, Mrs. Ann Barrett, Dr. R. A. Bartholomew, 
Dr. Maxwell Berry, Dr. Linton H. Bishop, Jr., Dr. 
B. Hartwell Boyd, Dr. Spencer S. Brewer, Jr., Dr. 
Sandy B. Carter, Dr. Murdock Equen, Dr. Ira A. 
Ferguson, Dr. John T. Godwin, Dr. William A. 
Hopkins, Mr. John F. Kiser, Mr. Milton D. Krueger, 
Dr. Harrison Reeves, Dr. M. Hines Roberts, Mrs. 
Mary Shafer, Dr. Duncan Shepard, Dr. John E. 
Skandalakis, Dr. Ted L. Staton, Dr. Cyrus W. 
Strickler, Jr., Dr. August B. Turner, Dr. Ebert Van 
Buren and Dr. J. W. Veatch, Jr. 


Scientific Exhibits Committee—Dr. C. Raymond Arp, 
Chairman; Dr. Osler A. Abbott, Dr. Robert L. 
Brown, Dr. William F. Friedewald, Dr. W. Elizabeth 
Gambrell, Dr. Benjamin Robert Gendel, Dr. W. H. 
Grimes, Jr., Dr. Howard Hailey, Dr. L. Harvey 
Hamff, Dr. David L. Hearin, Dr. William Harry 
Hill, Dr. George A. Holloway, Dr. Charles M. 
Huguley, Jr., Dr. Robert P. Kelley, Dr. Ted F. 
Leigh, Dr. Arthur J. Merrill, Dr. Lester M. Petrie, 
Dr. Morgan B. Raiford, Dr. A. Cullen Richardson, 
Dr. Thomas F. Sellers, Sr., Dr. W. Vernon Skiles, 
Dr. William A. Smith, Sr., Dr. A. Leslie Stephens, 
Jr. Dr. Robert H. Stephenson and Dr. Sam A. 
Wilkins. 

SMA Committee-at-Large—Dr. J. N. Brawner, Jr., 
Chairman. (This committee is comprised of all 


members of the Fulton County Medical Society-at- 
Large.) 


SMA State of Georgia Committee-at-Large—Dr. Ru- 
pert H. Bramblett, Dr. Enoch Callaway, Dr. Grady 
N. Coker, Dr. William G. Hamm, Dr. Lee Howard, 
Dr. E. R. Jennings, Dr. Ben K. Looper, Dr. J. C. 
Patterson, Dr. Edgar R. Pund, Dr. C. H. Richard- 
son, Dr. Luther J. Roberts, Dr. W. Bruce Schaefer, 
Dr. George $. Tootle, Dr. M. Virginia Tuggle and 
Dr. Robert D. Walter. 


Women Physicians Committee—Dr. Cordelia K. Dow- 

man, Chairman; Dr. Amey Chappell, Vice-Chair- 
man; Dr. Helen W. Bellhouse, Dr. Estelle P. Boyn- 
ton, Dr. Betty Ann Brooks, Dr. Leila D. Denmark, 
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Dr. W. Elizabeth Gambrell, Dr. L. Margaret Green, 
Dr. Ellen Finley Kiser, Dr. Rose A. Lahman, Dr. 
Eclyda Ruth McClure, Dr. Estell McNiece, Dr. 
Elisabeth Martin, Dr. Lela Bonner Miller, Dr. Edna 
Smith Porth and Dr. Margaret J. Wall. 


SECTION HOST COMMITTEES 


Allergy—Dr. Mason I. Lowance, Chairman; Dr. C. 
Raymond Arp, Dr. Carl C. Jones, Jr., and Dr. Mer- 
rill Lineback. 


Anesthesiology—Dr. Lester Rumble, Jr., Chairman; 
Dr. Frederick A. Carpenter, Dr. Elmer Lee Fry, Dr. 
A. V. Gude and Dr. Eladio Sotolongo. 


Dermatology and Syphilology—Dr. Howard Hailey, 
Chairman; Dr. William L. Dobes, Dr. David L. 
Hearin, Dr. Harold B. Levin and Dr. Philip H. 
Nippert. 


Gastroenterology—Dr. J. Spalding Schroder, Chair- 
man; Dr. John S. Atwater, Dr. Napier Burson, 
Dr. David E. Hein, Dr. Joseph H. Hilsman, Dr. 
Wyman P. Sloan, Jr., Dr. Joseph H. Stickley and 
Dr. Julius Wenger. 

General Practice—Dr. T. Luther Byrd, Chairman; Dr. 
James H. Byram, Dr. Amey Chappell, Dr. William 
Harry Hill, Dr. John H. Hines and Dr. Ralph A. 
Huie, Jr. 

Gynecology—Dr. A. E. Hauck, Chairman; Dr. B. 
Hartwell Boyd, Dr. Olin S. Cofer, Dr. M. B. Cope- 
loff, Dr. John B. Duncan and Dr. W. Vernon Skiles. 


Industrial Medicine and Surgery—Dr. Joe M. Bosworth, 
Chairman; Dr. Allen M. Collinsworth, Dr. J. Harry 
Rogers and Dr. S. Eugene Sims. 


Medicine—Dr. Thomas J. Anderson, Jr., Chairman; 
Dr. Linton H. Bishop, Jr., Dr. Tully T. Blalock, 
Dr. Daniel D. Hankey, Dr. David E. Hein, Dr. 
Ralph A. Murphy, Jr., and Dr. Carter Smith. 

Neurvlogy and Psychiatry—Dr. Edgar F. Fincher, 
Chairman; Dr. Harry R. Lipton, Dr. Paul I 
Schroeder, Dr. Joseph S. Skobba, Dr. William A. 
Smith, Sr., Dr. Richard B. Wilson and Dr. August 
S. Yochem, Jr. 


Obstetrics—Dr. W. Vernon Skiles, Chairman; Dr. R. 
A. Bartholomew, Dr. James H. Byram, Dr. W. H. 


Grimes, Jr., Dr. Judson L. Hawk, Jr. and Dr. Paul 
E. Turrentine. 


Ophthalmology and Otolaryngology—Dr. Edward S. 
Wright, Chairman; Dr. B. Russell Burke, Dr. F. 
Phinizy Calhoun, Jr., Dr. William T. Edwards, Dr. 
Murdock Equen and Dr. Alton V. Hallum. 

Orthopedic and Traumatic Surgery—Dr. W. P. War- 
ner, Jr., Chairman; Dr. William Bondurant, Dr. 
Thomas P. Goodwyn, Dr. H. Walker Jernigan, Dr. 
Joseph Hiram Kite and Dr. Randolph Smith. 


Pathology—Dr. G. Lester Forbes, Jr., Chairman; Dr. 
Darrell Ayer, Dr. Heinz Bauer, Dr. Everett L. 
Bishop, Dr. Tom D. Raaen and Dr. Rosina B. 
Vincenzi. 

Pediatrics—Dr. J. Harry Lange, Chairman; Dr. Don- 
ald F. Cathcart, Dr. M. Hines Roberts, Dr. Cary 
E. Sullivan, Dr. T. 1. Willingham and Dr. Joseph 
Yampolsky. 

Physical Medicine and Rehabilitation—Dr. Arthur M. 


Pruce, Chairman; Dr. R. L. Bennett and Dr. Wil- 
liam E. Steiner. 


Proctology—Dr. Edgar Boling, Chairman; Dr. W. B. 
DuVall, Dr. Henry M. Finch, Dr. Fred B. Hodges, 
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Jr., Dr. Jack M. Levin, Dr. Edwin P. Lochridge, 
Jr., Dr. Earl Rasmussen, Jr. and Dr. Robert L. 
Robinson. 

Public Health—Dr. T. Oscar Vinson, Chairman; Dr. 
W. H. Aufranc, Dr. James F. Hackney, Dr. Lester 
M. Petrie, Dr. Ernest Thompson and Dr. John H. 
Venable. 

Radiology—Dr. J. Frank Walker, Chairman; Dr. W. 
C. Coles, Dr. Richard A. Elmer, Dr. J. Dudley King 
and Dr. Ted F. Leigh. 

Surgery—Dr. J. D. Martin, Jr., Chairman; Dr. M. 
Bedford Davis, Jr., Dr. Shelley C. Davis, Dr. George 
W. Fuller, Dr. J. Harold Harrison, Dr. Walter R. 
Holmes and Dr. J. Harry Rogers. 

Urology—Dr. Donald E. Beard, Chairman; Dr. Reese 
C. Coleman, Jr., Dr. Charles E. Eberhart, Dr. Major 
F. Fowler, Dr. Candler Guy, Dr. Henry D. Holli- 
man, Jr., Dr. Harold P. McDonald and Dr. Dewey 
T. Nabors. 


GENERAL SESSION—MEDICINE 
SYMPOSIUM ON CONNECTIVE TISSUE DISEASES 


Chairman Ketty T. McKer, Charleston, S. C. 


Monday, November 16, 9:00 a.m.-12:00 Noon 
Municipal Auditorium 


The Collagen Diseases. 
LAWRENCE E. SHULMAN, Baltimore, Md. 


Hypersensitivity and Connective Tissue Diseases. 
FreDERICK G. GERMUTH, JR., Charlotte, N. C. 


Clinical Laboratory Studies in Connective Tissue 
Disorders. 
Joun B. MIALF, Miami, Fla. 


Current Concepts of Pathogenesis of Gout. 
Joun H. Tarsort, Buffalo, N. Y. 


Intermission—Visit Exhibits 


Round Table Discussion of Problems in Manage- 
ment of Connective Tissue Diseases. 
Moderator: Howarp L. Hottey, Birmingham, Ala. 
Panel Members: 


Joun H. Tarsort, Buffalo, N. Y. 
D. Paut, Iowa City, Iowa 
DanieL C. Moore, Seattle, Wash. 
Joun H. Moyer, Philadelphia, Pa. 


Question and Answer Period. 


GENERAL SESSION—SURGERY 
Chairman SEYMOUR OCHSNER, New Orleans, La. 


Joint Meeting of Sections on Gastroenterology, Path- 
ology, Proctology, Radiology and Surgery. 


Monday, November 16, 9:00 a.m.-12:00 Noon 


Municipal Auditorium 


1. Complications After Abdominal Surgery: Recog- 
nition and Treatment. 


a. Postoperative Infection. 
ALFRED B. Loncacrr, New Orleans, La. 
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b. Mechanism of Bilirubin Excretion—A Theory 
of Jaundice. 
Joun T. Gatampos, Atlanta, Ga, 
Bilirubin (indirect) is excreted as conjugated mono 
(direct and indirect) and di glucoronide (direct). In the 
liver cell three separate mechanisms can be _ identified: 
(1) Uptake (may be defective in Gilbert's disease), and 
(2) Conjugation (defective in the absence or decrease of 
glucoronyl transferase activity), and (3) Transport and 
secretion into the biliary canaliculi under adequate secre. 
tory pressure (defective in Dubin-Johnson syndrome), 
Jaundice is produced by exceeding the capacity of one or 
more of these mechanisms—hemolvytic jaundice, extra 
hepatic obstruction—or interfering with the normal 
metabolic pattern of the cell—specific and non-specific 
hepatocellular injury. There is no need to postulate re- 
gurgitation of once excreted bilirubin. 
Discussion to be opened by ABNER GOLDEN, At- 
lanta, Ga. 
c. Abdominal Distention: Ileus or Obstruction? 
SPEAKER 10 BE ANNOUNCED 


Discussion Period. 
Intermission—Visit Exhibits 


Neoplastic Diseases of the Colon and Rectum: 
Symposium and Panel Discussion. 


Moderator: ALTON OCHSNER. New Orleans, La. 


a. Clinical Manifestations. 
CLiFForD J. BarBorka, Chicago, IIL. 


Radiographic Patterns in Benign and Malig- 
nant Tumors. 
F. Leieu, Atlanta, Ga. 


c. Pathological Varieties. 
WALTER SHELDON, Atlanta, Ga. 


d. Polypoid Lesions of the Colon and Rectum. 
Hyrum R. REICHMAN, Salt Lake City, Utah 


Polyps of the colon and rectum will be briefly dis- 
cussed in three classifications: 1. Solitary adenomatous 
tumors, single or multiple; pedunculated or sessile. 2. 
Familial adenomatosis. 3. Pseudopolyposis secondary to 
infectious disease particularly idiopathic ulcerative co- 
litis. Ihe clinical manifestations of these lesions are 
vastly different. They are similar clinically insofar as 
each must be regarded as predisposing to malignancy. 
They are pathologically similar as each is the result 
of epithelial proliferation. 


e. Malignancy of the Colon and Rectum. 
FREDERICK A. CoLLeR, Ann Arbor, Mich. 


Cancer of the colon and rectum is a common affliction. 
If recognized and treated by surgery before it has spread, 
the results of treatment are excellent. The relation of 
adenomata and polyps of this area to cancer is under 
discussion but until further study clarifies the implica- 
tion, one must search for and pay heed to the presence 
of polyps since they may be precancerous lesions easily 
abolished. On the other hand, misinterpretation of cell 
findings in polyps by the pathologist may lead to radical 
operation when it is unnecessary. The whole topic is 
important since there is ease of diagnosis and probably 
a means of diminishing the number of those with hope- 
less cancer. 


Questions and Answers with Panel. 


GERIATRICS SYMPOSIUM 
Thursday, November 19, 9:00 a.m.-12:00 Noon 


Municipal Auditorium 


The Geriatrics Committee is pleased to present a Symposium 
on “Problems of the Aging’ in the Atlanta Municipal Audi- 
torium. The distinguished speakers shown below will present 
papers dealing not only with the medical and surgical prob- 
lems which confront our senior citizens, but will deal also 
with the economic, social, and adjustment aspects of the 
Golden Age group. 

The titles and abstracts of all papers will appear in the final, 
Official Provram. Essavists who will participate in the Svm- 
posium are Dr. Leroy E. Burney, Surgeon General of the U. 8. 
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Public Health Service, Washington, D. C.; Dr. Wilma Donahue, 
Lecturer in Psychology and Chairman of the Division of 
Gerontology of the University of Michigan; Dr. William B. 
Kountz, Assistant Professor of Clinical Medicine, Washington 
University, and Director of Scientific Research, Gerontological 
Research Foundation; Dr. Frank H. Kruzen, Rochester, Minn., 
Special Assistant to the Director of the Office of Vocational 
Rehabilitation of the Department of Health, Education and 
Welfare and Professor of Physical Medicine and Rehabilitation 
of the Mayo Foundation; and Mr. Clark Tibbetts, Assistant 
Director of the Special Staff on Aging of the U. S. Depart- 
ment of Health, Education and Welfare, Washington, D. C. 


Dr. A. Clayton McCarty, Chairman 
Dr. Microrp O. Rouse 
Dr. R. Lomax WELLS 


Old Age as a 


National Problem 


LEROY E. BURNEY, M.D. 


Dr. Burney, Surgeon General of the U. S. Public Health 
Service, is a native Indianian. He received his M.D. degree 
from Indiana University in 1930. Prior to his appointment as 
Surgeon General in 1956, Dr. Burney had served as Assistant 
Chief, Division of States Relations, U. S. Public Health Service: 
Director of District 4, Public Health Service, New Orleans: 
Secretary to the Indiana State Board of Health and Commis- 
sioner; and Assistant Surgeon General and Deputy Chief, Bu- 
reau of States Services, U. S. Public Health Service. 


Dr. Burney established the first mobile venereal disease clinic 
service in Brunswick, Ga., and holds membership and offices 
in a large number of public health agencies, foundations, and 
societies. 


He is a member of a score or more of medical associations and 
societies, including American College of Physicians, American 
Medical Association, the American Public Health Association, 
Arthritis and Rheumatism Foundation (National Board of 
Governors) and the American College of Preventive Medicine. 
Dr. Burney holds honorary degrees, either Doctor of Science or 
Doctor of Laws, from Jefferson Medical College, Seton Hall, 
University, Depauw University and Indiana University. 


Women Also Know About 
Old Age 


WILMA DONAHUE 


Dr. Donahue received her Ph.D. degree in 1937 from the Uni- 
versity of Michigan. She has been Chairman of the Division 
of Gerontology of the Institute for Human Adjustment since 
1950 and is Director of the University of Michigan’s Annual 
Conference on Aging. 


Dr. Donahue has directed and carried out extensive studies 
and research in the field of gerontology, including a five- 
month study of aging in Europe. She is a Past President of 
the Michigan Society of Gerontology, a member of the Council 
of the Gerontological Society, and the Past Chairman of the 
Committee on Aging of the National Education Association. 


She is the author of numerous publications relating to the 
field of gerontology, and is editor of the books Earning Op- 
portunities for Older Workers, Housing the Aging, Education 
for Later Maturity, New Frontiers of Aging, and several others. 
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What Are We Going to 
Do with the Old Folks 


Besides Pill “em to Death? 


CLARK TIBBITTS 


Mr. Tibbitts, a pioneer in the study of aging and trained as 
a sociologist, directed the First National Conference on Aging. 
He is currently Secretary of the Committee on Social Research 
and a member of the Executive Committee of the International 
Association of Gerontology. 


Mr. Tibbitts has edited or co-edited with Dr. Wilma Donahue 
of the University of Michigan, several books: Living Through 
the Older Years, Growing in the Older Years, Social Contribu- 
tions of the Aging, Aging in the Modern World, and The New 


Frontiers of Aging. He is presently developing a Handbook of 
Social Gerontology. 


Educated at the Illinois Institute of Technology and the Uni- 
versity of Chicago, he is presently the Assistant Director of 
the Special Staff on Aging, U. S. Department of Health, Fdu- 
cation and Welfare. 


Practice What You 


Preach 


WILLIAM B. KOUNTZ 


Dr. Kountz, St. Louis, Assistant Professor of Clinical Medicine, 
Washington University School of Medicine, received his M.D. 
degree from the same school in 1926. He is Consulting Physi- 
cian to Barnes Hospital, Lutheran Hospital, and St. Louis 
Chronic Hospital. 

He is a member of the Board of Control, Division of Geron- 
tology of the Washington University School of Medicine and 
Director of Clinical Services. He is a Past President of The 
American Society for the Study of Arteriosclerosis, and the 
Gerontological Society. 

Dr. Kountz is a Fellow of the New York Academy of Science, 
a Past President of the International Association of Gerontol- 
ogy, President of the Section on Geriatrics and Gerontology of 
the Pan American Medical Association and Director of Scien- 
tific Research of the Gerontological Research Foundation. 


Retreads for the Old 
Model T’s 


FRANK KRUSEN 


Dr. Krusen is a graduate of Jefferson Medical College, 1921, 
and was Associate Dean and Director of Physical Medicine at 
Temple University Medical School from 1929 to 1935. Since 
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1935 he has been Head of the Section of Physical Medicine 
and Rehabilitation at the Mayo Clinic and is also Professor of 
Physical Medicine and Rehabilitation in the Mayo Foundation 
Graduate School, University of Minnesota. Dr. Krusen is a 
Fellow of the American College of Physicians, Past President 
of the American Congress of Physical Medicine and Rehabilita- 
tion, Past President of the American Academy of Physical 
Medicine and Rehabilitation, former Chairman of the Ameri- 
can Board of Physical Medicine and Rehabilitation, Past Presi- 
dent of the International Federation of Physical Medicine and 
Past President of the International Congress of Physical Medi- 
cine. He is the author or senior editor of seven textbooks 
dealing with various phases of physical medicine and rehabili- 
tation and has published over 400 articles dealing with his 
specialty. 


SYMPOSIUM ON NUCLEAR MEDICINE 


Committee 


J. R. Maxriep, JR., Chairman Dallas, Tex. 
SAMUEL B. NADLER Lee eke New Orleans, La. 
Henry H. TURNER.... ..Oklahoma City, Okla. 


Thursday, November 19, 8:30 a.m.-12:00 Noon 


Municipal Auditorium 


1. Introduction by Symposium Moderator. (5 min.) 
J. R. MAxFieLp, Jr., Dallas, Tex. 


2. Basic Fundamentals of Atomic Energy. (40 
min.) 


Tuomas G. MITCHELL, Bethesda, Md. 


A qualitative non-mathematical discussion of basic physi- 
cal principles involved in the use of radioactive isotopes 
of the elements. Topics include: radiation types and 
properties, the production of radionuclides, modes of 
radioactive decay, interaction of radiation with matter, 
units of radioactivity measurement. Currently used 
methods of detection and computation, including statis- 
tics, efficiency of detection apparatus, advantages, dis- 
advantages, and limitation of apparatus will be discussed. 


Demonstration of Above Principles Involved and 
Discussion. (40 min.) 
Tuomas G. MITCHELL AND STAFF, Bethesda, Md. 


Color slides and graphic drawings will demonstrate the 
practical applications of the principles of atomic energy. 
The use of the various machines and apparatus in de- 
tection and measurement of radiation will be presented 
in a very understandable manner. Accuracy of the re- 
sults of the methods and the machines will be described. 


Intermission (5 min.) 


Important Applications of Nuclear Medicine in 
Pathology. (20 min.) 
OscaR BENwoop Hunter, JR., Washington, D. C. 


Methods of using isotopes which will be discussed include 
blood volume studies with radioactive iodinated serum 
albumin, blood volume studies with radioactive chromate, 
red cell survival studies with radioactive chromate, plasma 
clearance studies with radioactive iron, red cell survival 
studies with radioactive iron, intestinal absorption studies 
with radioactive iron, and tests for pernicious anemia 
with radioactive cobalt. 


5. The Internist’s Viewpoint on the Use of Radio- 
active lodine in Thyroid Disorders and Cardiac 
Abnormalities. (25 min.) 


a. Diagnostic Procedures for the Estimation of 
Thyroid Function. 
GerorceE E. THOMA, Jr., St. Louis, Mo. 


The principal clinical radioisotope tests which give in- 
formation about the uptake and subsequent rate of 
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utilization of iodine by the thyroid are described. The 
physiologic basis, variations in normal and deranged thy- 
roid function, and factors which alter the reliability of 
the tests are presented. The significance and _ relative 
importance of these tests are compared with those of 
other laboratory procedures employed to estimate thyroid 
function. Patient preparation and participation time are 
outlined. 


b. Therapeutic Aspects. 
SAMUEL B. NADLER, New Orleans, La. 


Therapy with radioactive iodine for hyperthyroidism, 
thyroid cancer, and cardiovascular diseases will be dis- 
cussed. The correlation of clinical data in collaboration 
with treatment will be stressed. Pitfalls will be pointed 
out. 


Intermission—Visit Exhibits (30 min.) 


Radiological Uses of Radioactive Materials. (20 
min.) 
Wynton H. Carrot, Shreveport, La. 


A presentation on radioisotopes most frequently used by 
the radiologist in diagnosis and therapy will describe the 
use of radioactive phosphorus and iodine in tumor local- 
ization and the uses of Gold-198, Cobalt-60, Strontium-90, 
and Phosphorus-32 in primary and metastatic malignant 
diseases and in the blood dyscrasias. The radiologist also 
uses the tests for thyroid evaluation, cardiovascular 
studies, and differential diagnosis of anemias, but these 
have already been discussed by others on this program. 


Advantages of Special Technics of Brain and 
Liver Scanning. (15 min.) 


Joun G. McAree, Baltimore, Md. 


A concentration of radioactive material within the body 
can be successfully delineated by a scanning scintillation 
detector. The technic has become a valuable diagnostic 
tool for demonstrating brain tumors, without the risk or 
morbidity associated with cerebral air studies or angi- 
ography. It has made the preoperative diagnosis of 
hepatic tumors and abscesses possible. It has been helpful 
in differentiating cardiac dilatation from pericardial effu- 
sion. The practical clinical uses of this instrumentation 
will be stressed. 


8. A Surgeon Views Radioactive lodine and the 
Thyroid Problem. (25 min.) 


LINDON SEED, Chicago, IIl. 


A discussion of: (1) The relative merits of surgery and 
Iodine-131 in the treatment of toxic diffuse and toxic 
nodular goiter, indicating that radioactive iodine, in 
most instances, is a preferable form of treatment for the 
former, and surgery for the latter. (2) As a diagnostic 
tool—it is still inferior to the clinical examination and 
history, but has definite uses. (3) Iodine-131 in cancer— 
somewhat disappointing. 


9. What Every Doctor Should Know About “Fall 
Out.” (15 min.) 
Davin I. LiverMore, Gunter Air Force Base, Ala. 


The practice of medicine in the presence of radioactive 
fall out will be discussed with some consideration of 
medical responsibilities in the community and some basic 
details on technics of operation. 


10. Management of the Acute Radiation Syndrome. 
(10 min.) 
E. R. Kino, Bethesda, Md. 


A practical evaluation will be given on what every physi- 
cian should know and do in case of acute radiation 
injuries. In this discussion we will summarize the clinical 
course of the acute radiation syndrome, by which some 
idea may be obtained as to the radiation dose received 
by a patient exposed in a peacetime nuclear accident. 
Once an established dose of radiation has been deter 
mined plans for the management and treatment may 
be made. 
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SECTION ON ALLERGY 
Officers 


Chairman...... GeorGE J. Stuart, Washington, D. C. 
Vice-Chairman...... WiLuiaM C. Grater, Dallas, Tex. 
Secretary...... Tuomas E. VAN METRE, Baltimore, Md. 


Secretary-Elect....JoHN P. McGovern, Houston, Tex. 


Hosts from the Fulton County Medical Society: 


Mason I. Lowance, Chairman 
C. RAYMOND ARP 
C. JONES, JR. 
MERRILL LINEBACK 


Presentations limited to ten minutes, including time 
required for lantern slides and/or motion pictures; the 
Chairman and Guest Speaker to be allowed thirty min- 
utes. Discussion limited to five minutes. 


Tuesday, November 17, 9:00 a.m. 
Municipal Auditorium 
WitiaM C. Grater, Dallas, Tex., presiding 


Visceral Larva Migrans. 
Joun H. Dent, New Orleans, La. 


Visceral larva migrans is a relatively common disease of 
young children, acquired by accidental ingestion of ani- 
mal feces containing the fertilized ova of tissue invading 
parasites. The most common source of human infection 
is the intestinal parasite of dogs, Toxocara canis. Toxo- 
cara canis when ingested by the human host, does not 
complete its full life cycle. The larvae migrate into all 
tissues of the body, where they form focal granuloma 
and are responsible for a wide variety of symptoms. 


Discussion to be opened by Vincent J. DERBEs, 
New Orleans, La. 


Chronic Hives Associated with Dental Infections. 
ALBERT H. UNGER, El Paso, Tex. 


Chronic urticaria is a tremendous problem from the 
standpoint of etiology and treatment. Causes can 
divided into: (1) Drug allergy, (2) Food allergy, (3) In- 
fections (foci), (4) Emotions. We have noted that chronic 
hives have disappeared in several patients following cor- 
rection of dental abnormalities. We now insist upon full- 
mouth dental x-rays for all patients with chronic hives, 
followed by all necessary corrective measures. Five case 
histories with x-rays will be presented. 


Discussion to be opened by CraupE A. FRAZIER, 
Asheville, N. C. 


3 


Cardiac Asthma. 


OscaR SWINEFORD, JR., Charlottesville, Va. 


Cardiac asthma is not a simple syndrome. There are, 
usually, other important considerations than heart fail- 
ure. Control of allergy, infection, and other causes of 
wheezing are necessary supplements to cardiac therapy. 
Fourteen simple practical clinical observations will be 
discussed, seven of them refer to the cardiac and seven 
to the allergic and infectious components of cardiac 
asthma. Abbreviated differential diagnostic features. be- 
tween allergic, infectious, and cardiac asthma and be- 
tween emphysema and cardiac asthma will be presented. 


Discussion to be opened by Joun L. Jacoss, At- 
lanta, Ga. 
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Grorce J. Stuart, Washington, D. C. 


Intermission—Visit Exhibits 


5. Twenty-two Years’ Experience in the Perform- 


ance of 200,000 Prophetic Patch Tests. 
Louis ScHwartz, Washington, D. C. 


The prophetic patch test was devised by the author in 
1938 at the request of du Pont de Nemours & Company 
to ascertain whether their then new product—nylon— 
would be a sensitizer. The test has proven so successful 
in prophesying the sensitizing properties of new cosmetics 
and fabrics that it, or one of modifications, is now being 
used before such new products are placed on the market. 
The test and its modifications are described. 


Discussion to be opened by Marion T. Davipson, 
Birmingham, Ala. 


6. Panel Discussion: Therapy for the Asthmatic 


Patient. 
Moderator: JOHN P. McGovern, Houston, Tex. 
Panel Members: 


BraM Rose, Montreal, Canada. 
SAMUEL C. BUKANTZ, Denver, Colo. 
SusaAN C. Ders, Durham, N. C. 


Business Session. 


7. 


Wednesday, November 18, 9:00 a.m. 
Municipal Auditorium 


Grorce J. Stuart, Washington, D. C., Presiding 


Controlled Studies of Paraflex and Parafon in 


the Treatment of Myalgia Associated with 
Headache. 


Henry D. OGDEN AND LEE SHOCKETT, 
New Orleans, La. 


Much of the pain in headache, especially long lasting 
headache, is associated with muscle myalgia or spasm. 
The purpose of this study is to determine the value of a 
muscle relaxant in the treatment of this myalgia. A 
double blind controlled study of the efficacy of placebo. 
Paraflex (muscle relaxant) and Parafon (muscle relaxant 
plus analgesic), has been accomplished at Charity Hos- 
pital. The results of this study will be reported. 


Discussion to be opened by Marvin Fucus, Wash- 
ington, D. C. 


Drug Reactions: A Report of 150 Cases. 
Mason I. Lowance, Atlanta, Ga. 


The increasing number of new drugs marketed each year 
is matched by as many sensitivities to them. The allergist 
should keep himself and the rest of the medical profes- 
sion informed as to the sometimes disturbing effects of 
these new offerings, and to the worst offenders among 
them. This report of 150 cases is evidence that extreme 
caution should be exercised in the administration of 
drugs. Reactions are classified according to (a) type, (b) 
severity, (c) multiplicity of reactions in the same individ- 
ual. Suggestions for treatment are included. 


Discussion to be opened by Tuomas G. Jounston, 
Little Rock, Ark. 
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9. Advances in the Treatment of Bronchial Asthma. 
Lestiz N. Gay, Baltimore, Md. 


Ihe author presents a chronological panorama of the 
advances in the treatment of asthma which have been 
made during the past fifty years. The corticosteroids 
have completely changed our methods of treatment. He 
summarizes his own experiences with these drugs by a 
brief analysis of more than 300 patients who have suf- 
fered from respiratory distress for from one to fifty 
vears. 

Discussion to be opened by Witiiam C. GRATER, 
Dallas, Tex. 


10. Recent Advances in Allergy and Hypersensitivity. 


Bram Rost, Montreal, Canada, Guest Speaker 


Intermission—Visit Exhibits 


11. Surgery in Asthmatic Patients. 
UNGER AND JAMES H. JOHNsON, Chicago, Ii]. 
Fifty patients with bronchial asthma had 61 surgical 
operations, of which 37 were major procedures, 24 minor. 
In the major group general anesthesia was used in 21 
patients, regional in 16. In the minor group the anes- 
thetic was general in 16 and regional in eight. Results: 
(here were no deaths in the entire series. Surgical re- 
sults were excellent. Complications: Three cases of 
asthma and one of pleuritis. The asthma is brought 
under control before surgery, and after the operation 
the patient is returned to the so-called ‘‘asthma-free™’ 
room. Sedation is used very sparingly. 


Discussion to be opened by H. Wuitnry Bosces, 
Shreveport, La. 


12. Panel Discussion: Allergy to Stinging Insects. 
Modexator: J. Warwick THomaAs, Richmond, Va. 
Panel Members: 


RicHarp L. Etrer, Houston, Tex. 
Cart C. Jones, Atlanta, Ga. 
GFrOFFREY T. MANN, Richmond, Va. 


Wednesday, November 18 
ALLERGY LUNCHEON 


Piedmont Driving Club at 12:30 p.m. 
Speaker: Then and Now, Dr. Goodrich C. White 
Chancellor of Emory University 


SECTION ON ANESTHESIOLOGY 


Officers 
Chairman ...JoHN T. Stace, Jacksonville, Fla. 
Vice-Chairman |. JOHN B. PARMLEY, New Orleans, La. 
Secretary ..LesteR RUMBLE, Jr., Atlanta, Ga. 


Hosts from the Fulton County Medical Society: 
LesteR RUMBLE, JR., Chairman 
FREDERICK A. CARPENTER 
E_MeR LEE Fry 
A. V. GuDE 
F1LAbDIO SOTOLONGO 


Monday, November 16, 2:00 p.m. 
Municipal Auditorium 


1. Chairman’s Address: Florida and Blue Shield 
Come of Age. 
Joun T. Stace, Jacksonville, Fla. 


2. Panel Discussion: Present Status of Spinal Anes- 
thesia. 
(Each participant to discuss subjects listed below for ten 


minutes. Following intermission, these panelists will be 


joined by the discussion panel for a Question and Answer 
session.) 


Moderator: DANtEL C. Moore, Seattle, Wash. 
a. Choice of Agents. 
KENNETH K. Keown, Columbia, Mo. 
b. The Effects of Baricity. 
Leo DuFLor, Galveston, Tex, 
c. Preoperative Preparation. 
. X. LeTarp, New Orleans, La. 
d. The Use of betes Vasoconstrictors ys. 
Fractional Technics. 
Joun M. HAnsen, Kansas City, Kan. 
. Limitations and Contraindications. 
FRANKLIN B. McCKECHNIE, Richmond, Va. 


Intermission—Visit Exhibits 


Question and Answer Discussion with original 
panel to be led by: 
Moderator: DAanieL C. Moorr, Seattle, Wash. 
Discussors: 
Howarp M. AUSHERMAN, Charlotte, N. C. 
WituiaAM S. Derrick, Houston, Tex. 
J. Gerarp Converse, Miami, Fla. 
Jutia G. Arrowoop, Harlan, Ky. 


6:30 p.m.-7:30 p.m.—Cocktail Hour, location to be an- 


4. 


nounced. From this point the group is on its own 
to enjoy the many fine eating places in Atlanta. 


Tuesday, November 17, 2:00 p.m. 
Municipal Auditorium 


The American Society of Anesthesiologists: Its 
Development, Politics and Future. 
DanieL C, Moore, Seattle, Wash., Guest Speaker 


Panel Discussion: Hypotension in the Operative 
and Postoperative Period. 

(Each participant to discuss the subjects listed below for 
ten minutes. Following intermission, the panelists will be 
joined by the discussion panel for a Question and Answer 
session.) 


Moderator: DANrEL C. Moorr, Seattle, Wash. 


a. Operative Causes—During Surgery Only. 
WALTER H. MANNHEIMER, Houston, Tex. 
b. Postoperative Causes—Recovery Only. 
LeRoy CRrANDELL, Winston-Salem, N. C. 
c. Diagnosis of Hypotension in the Absence of 
Obvious Cause. 
D. W. Eastwoop, Charlottesville, Va. 
. Choice of Vasopressors. ; 
L. W. Fapian, Jackson, Miss. 


e. Ganglionic Blockade. i 
HAMMELBERG, Columbus, Ohio 


a 


Intermission—Visit Exhibits 


Question and Answer discussion with original 
panel to be led by: 
Moderator: DANIEL C. Moore, Seattle, Wash. 
Discussors: 
C. R. SrepHen, Durham, N. C. 
Eucene H. Conner, Louisville, Ky. 
Rosert B. Dopp, St. Louis, Mo. 
Curtis W. Caine, Jackson, Miss. 
Wituiam E. Bacrant, Washington, D. C. 


Business Session. 


SECTI( 


Chairn 
Vice-C. 
Secreta 


thirty. 


Clinice 
Atlant: 
6:30 

Cl 


ow 
vis At 
Gi 
At 
7. Of 
Ww 
ial 
in 
pr 
iat 
th 
Hosts 
He 
Ww 
D: 
H: 
Pr 
Presen! 
5. requir 
Chairn 
in 
2. 
le 
ai 
3. lr 
Cc 
(a 
0 


VOLUME 52 


6:30 p.m.-7:30 p.m.—Cocktail Hour, location to be 
announced. From this point, the group is on its 
own to enjoy the many fine eating places in 
Atlanta. 


Wednesday, November 18, 10:00 a.m. 


[his session to be held on the Operating Room floor at 
Grady Memorial Hospital, one block from the City 
Auditorium. 


7. Opportunities for Research in Anesthesiology. 
Davin A. Davis, Chapel Hill, N. C. 


8. Panel Demonstration—Anesthesia Apparatuses. 
JouN SteinnAus, Atlanta, Ga. 


With the assistance of the Department at Grady Memor- 
ial Hospital, most of the machines and equipment used 
in anesthesiology will be on display, with individuals 
present to answer any questions about their use, pecul- 
iarities, etc. This session should be of interest to both 
the full-time and occasional anesthesiologists and will in- 
clude many of the monitoring devices used in anesthesia. 


SECTION ON DERMATOLOGY AND SYPHILOLOGY 
Officers 

Chairman Joseph M. Hircu, Raleigh, N. C. 

JosepH L. RANKIN, Atlanta, Ga. 

J. Frep Muttins, Galveston, Tex. 


Vice-Chatrman 
Secretary 


Hosts from the Fulton County Medical Society: 

Howard HaiLey, Chairman 

L. Doses 

Davip L. HEARIN 

Harovp B. LEvIN 

H. Nippert 
Presentations limited to twenty minutes, including time 
required for lantern slides and/or motion pictures; the 
Chairman and out-of-territory essayist to be allowed 
thirty minutes. Discussion limited to five minutes. 


Sunday, November 15, 9:00 a.m. 


Clinical Section Meeting. Grady Memorial Hospital, 
Atlanta. Bus service to the clinic will be available. 


6:30 p.m.—Cocktails and Buffet, Piedmont Driving 
Club. 


Monday, November 16, 9:00 a.m. 
Municipal Auditorium 


1. Chairman’s Address: Studies Relating to Creep- 
ing Eruption. 
Josepn M. Raleigh, N. C. 


2. Primary Hypercholesteremic Xanthomatosis and 
Idiopathic Hyperlipemia: Clinical, Biochemical 
and Therapeutic Considerations. 

Watters F. Lever, Boston, Mass., Guest Speaker. 


w 


Incontinentia Pigmenti: Report of Two Unusual 
Cases. 
Eucene P. Scuocu, JR. AND C. H. McCulistion, 
Austin, Tex. 
Iwo cases of incontinentia pigmenti are presented be- 
cause of some unusual clinical and histological features. 
One case, a newborn Latin American female, exhibited 
vesicular, impetigenous, and pigmented stages of the dis- 
case. The biopsy sections of a verrucous area showed 
marked pseudo-epitheliomatous hyperplasia simulating 
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true squamous cell carcinoma. The second case, an adult 
Negro female, exhibited multiple developmental defects 
of the central nervous system, cardiovascular system and 
skeleto-muscular system as well as the usual macular 
bizarre patterned pigmentation of the skin. 


Discussion to be opened by WaALLace H. CLark, 
Jr., New Orleans, La. 


Intermission—Visit Exhibits 


4. The Staphylococcus Problem on a Single Derma- 
tology Ward at Charity Hospital. 
C. Barrett KENNEDY, V. MEDD HENINGTON, AND 


A. E. Caror, New Orleans, La. 


Smears and cultures from various skin lesions and un- 
involved skin of patients in a single dermatologic ward 
were performed over a five month period. The findings 
were correlated with (a) individual patient’s course, (b) 
antibiotic therapy used, (c) various vectors involved in 
transmission of infection. Multiple coagulase tests, sensi- 
tivity patterns and phage typings were used to elucidate 
the above studies. 


Discussion to be opened by Joun H. Lams, Okla- 
homa City, Okla. 


Inside Dermatology, U. S. A. 
Davin G. WELTON, Charlotte, N. C. 


Highlights of a nationwide survey and analysis of office 
dermatology in which fifty (board certified) dermatol- 
ogists, each devoting seventy-five per cent or more of his 
time to private practice, cooperated. Each participant re- 
corded data on every patient visit during one full week, 
four times during a calendar year. More than twenty-five 
thousand such records provide information derived from 
a new cross-section of the specialty and of the patient 
population. 


Discussion to be opened by Herpert S. ALDEN, 
Atlanta, Ga. 


Antifungal Activity of Griseofulvin. 

RAYMOND C. V. RoBINson, Baltimore, Md. 
This paper represents a summary of nine months’ exper- 
ience with Griseofulvin in the laboratory and in the 
treatment of clinical infections with dermatophytes. In 
spite of the beneficial clinical effects, the drug cannot be 
recovered to any appreciable extent from the blood or 
urine. Griseofulvin resistant strains of the dermatophytes 
have been grown in the laboratory. 
Discussion to be opened by J. GRAHAM SMITH, JR., 
Miami, Fla. 


Business Session. 


Monday, November 16, 2:00 p.m. 
CLINICOPATHOLOGIC SEMINAR 


Grady Memorial Hospital, Fourth Floor 


Director: JAMes W. Burks, New Orleans, La. 
Moderator: WALLACE H. CLark, JRr., New Orleans, La. 


The sixth annual meeting of the Zola Cooper Memor- 
ial Clinicopathologic Seminar will have as guest mod- 
erator Walter F. Lever of Boston, Mass. Panel members 
will include Francis A. Ellis, Baltimore, Md.; Joseph 
M. Hitch, Raleigh, N. C.; John M. Knox, Houston, 
Tex.; John H. Lamb, Oklahoma City, Okla.; Earl B. 
Ritchie, Galveston, Tex.; and Morris Waisman, Tampa, 
Fla. Registration has been limited to 22 cases, but 
participation in the seminar is open to all derma- 
tologists in attendance at the meeting. Demonstration 
slides will be available from 1:00 to 2:00 p.m. pre- 
ceding the seminar for all those who are interested. 
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Tuesday, November 17, 9:00 a.m. 
Grady Memorial Hospital 
7. A New Type of Water Dermatitis from 


10, 


Chairman 
Vice-Chairman 
Secretary ..... 


Louisiana. 

James W. Burks AND Ropney C. JUNG, 

New Orleans, La. 

This is a preliminary report to alert southern physicians 
to the presence of a new source of creeping eruption, 
and to describe its unusual clinical features as they ap- 
peared in oil field workers following immersion in stag- 
nant marsh water. The possibility that Strongyloides 
stercoralis from infected nutria as the causative parasite 
is discussed. The potential importance of the disease to 
the oil, fur, and fishing industries, as well as to the 
general population, is noted. 
Discussion to be opened by JOHN VAN DE ERVE, 
Charleston, S. C. 


The Histopathology of Persistent Cat-Scratch 
Fever Skin Test. 

RayMOND ALLEN OsBouRN, Washington, D. C. 
The skin test for cat-scratch fever may result in the 
formation of a nodular lesion which persists for several 
months to years. The histopathology of this nodule has 
been reported but the similarity of this histopathologic 
picture to that of granuloma annulare has not been 
stressed. It is the purpose of this report to record a case 
of persistent skin test for cat-scratch fever and to note 
these histopathologic changes. 


Discussion to be opened by ViNcENT J. DERBES, 
New Orleans, La. 


Chronic Urticaria as a Manifestation of the 
Stress Syndrome. 
L. Poote, Birmingham, Ala. 


The paper would present a discussion of the stress syn- 
drome and the theories of Hans Selye of Montreal about 
it. The effect of rest, sedation, adrenal insufficiency, 
calcium in the inception of chronic urticaria, and the 
effect of these and ACTH and Cortisone derivatives in 
breaking the cycle is discussed. The success of the com- 
bination of rest, sedation, calcium, avoidance of strain 
and precipitating factors, Cortisone and ACTH in the 
treatment of patients will be analyzed from case histories. 


Discussion to be opened by J. LAMAR CALLAWAY, 
Durham, N. C. 


Intermission—Visit Exhibits 


11, 12. A Symposium on Treatment of Skin 
Diseases. 

Moderator: JosepH L. RANKIN, Atlanta, Ga. 
Panel Members: (To be announced) 


SECTION ON GASTROENTEROLOGY 
Officers 


Tim J. MANson, Chattanooga, Tenn. 
J. Spacpinc Scuroper, Atlanta, Ga. 
Grorce E. Wetcu, New Orleans, La. 


Hosts from the Fulton County Medical Society: 


Presentations limited to ten minutes, including time 
required for lantern slides and/or motion pictures; the 


J. SPALDING ScHRODER, Chairman 
Joun S. ATWATER 

NAPIER BURSON 

Davip E. HEIN 

JosepH H. HILsMAN 

Wyman P. SLOAN, Jr. 

JosepH H. STICKLEY 

JuLius WENGER 
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out-of-territory essayist to be allowed thirty minutes, 
Discussion limited to five minutes. 


Monday, November 16, 9:00 a.m.-12:00 Noon 


General Session—Surgery 
(See page 11) 


> 


5. Therapy of Abdominal 


Monday, November 16, 2:00 p.m. 


Municipal Auditorium 


1. Portal Systemic Encephalopathy. 


James H. Jounson, Durham, N. C. 


Ten patients with hepatic cirrhosis and persistent hyper- 
ammonemia, range 135 to 390 ywg./100 ml., have been 
followed for six months to three and one-half years, 
Porto-caval shunt procedures have been performed in 
nine. Persistent electroencephalographic alterations have 
been present in seven patients, and transient clinically 
apparent episodes of encephalopathy observed in four. 
Hyperammonemia and electroencephalographic changes 
have persisted despite reduction of protein intake to 40 
gm. and the administration of Kantrex®, 8 to 10 gms, 
daily, for four to ten months. 


Discussion to be opened by JAMEs O. Burke, Rich- 
mond, Va.; MALcotm P. Tyor, Durham, N. C. 


Evaluation of Liver Function with a Radioactive 
Cholografin. 


J. R. McLaren, JoHN T. GALAMBOs AND H. 0. 
PEARSON, JR., Atlanta, Ga. 


Earlier work with dogs revealed significant differences 
in the uptake and excretion of radioactive Cholografin 
between normal animals and those with impaired liver 
function. Subsequent work revealed similar differences 
between patients without and those with liver disease. 
Monitoring hepatic uptake provides a simple, sensitive 
and rapid evaluation of liver function. 


Discussion to be opened by MARTIN S. KLECKNER, 
JRr., Paducah, Ky. 


Radioactive 1'*! Triolein in Differential Diag- 
nosis of Jaundice. 

Marion D. Harcrove, Jr., Durham, N. C. 
In many cases a clear distinction between intrahepatic 
and extrahepatic jaundice can be made by use of I™ 
triolein absorption test. Marked impairment of absorp- 
tion is invariably associated with disease of the pan- 
creas, whereas normal absorption occurs only in intra- 
hepatic disease. While there is some overlapping, it is 
felt that the test is of distinct value in the differential 
diagnosis of jaundice. 
Discussion to be opened by JouN Sesstons, Chapel 
Hill, N. C. 


Hepatitis—Unusual Manifestations (Review of 

200 Cases). 
Danie. H. WinsHip, WILLIAM D. DAvis AND 
Puitie C. Younc, New Orleans, La. 


Discussion to be opened by Joun R. Neere, St. 
Petersburg, Fla. 


Neoplasms—Use of 
Autologous Marrow Transplants and Chemo- 
therapy. 

C. Sprague, New Orleans, La. 


Discussion to be opened by Rate Jones, JR 
Miami, Fla. 
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6. Fibrocystic Disease—Current Concepts and Man- 

agement. 
E. B. Best, B. H. WituiaMs, R. J. CARABASI AND 
N. C. Hicutower, Temple, Tex. 


Discussion to be opened by W. Crocketr CHrars, 
Jr., Dallas, Tex. 


Intermission—Visit Exhibits 


7. Panel Discussion: Diagnostic Advances in Gas- 
troenterology, True Values and Limitations. 
Moderator: N. C. HicutTower, Temple, Tex. 
Panel Members: 


Joun T. Sessions, Chapel Hill, N. C. 
Tep F. Leicu, Atlanta, Ga. 

MARCEL PATTERSON, Galveston, Tex. 
Rosert S. NELSON, Houston, Tex. 


Tuesday, November 17, 9:00 a.m. 


Municipal Auditorium 


8. Gastroscopic Observations in Linitis Plastica. 
SaM A. OVERSTREET AND SAMUEL M. SMITH, JR., 
Louisville, Ky. 


Gastroscopic examination in three patients with Linitis 
Plastica has shown (1) severe superficial, easily bleeding 
gastritis, (2) decrease or absence of normal mucosal 
folds, (3) decrease of normal peristaltic movements, (4) 
inability to inflate the stomach because of the thickening 
and hardening of gastric wall. In no other disease of the 
stomach have we observed this group of findings so con- 
stantly associated. 


Discussion to be opened by Joun S. ATWATER, 
Atlanta, Ga.; DENNIS Morey, Richmond, Va. 


9. Esophagoscopy—Review of 1,000 Cases. 
IrvinG B. Brick, Washington, D. C. 


The author reviews one thousand esophagoscopies done 
in the past eight years with an esophagoscope using a 
flexible obturator for passage. While endoscopy of the 
stomach is largely done by the gastroenterologic internist, 
the same cannot be said of esophagoscopy. In various 
parts of the country thoracic surgeons and otolaryngolo- 
gists do most of the esophagoscopy. Since it is the in- 
ternist who deals primarily with the diagnosis and treat- 
ment of esophageal disease, there seems scant reason for 
endoscopy to be performed by other specialists. There- 
fore, a review of the indications for and the value to be 
attained from esophagoscopy, from the internists’ point 
of view, seems timely. There is a good deal of misinfor- 
mation about the dangers of this valuable procedure. In 
the present series there have been two perforations, one 
in the hypopharynx and one in the lower esophagus, 
both readily ascertained and treated with no fatality re- 
sulting. The relative merits of esophagoscopy and roent- 
genological study with reference to the specific problems 
of esophageal varices and esophagitis is presented. 


Discussion to be opened by HArRIsoN SCHULL, 
Nashville, Tenn. 


10. Gastric Cytology: Its Value and Limitations. 
FRANK SOHMER, Winston-Salem, N. C. 


Discussion to be opened by Tom Arnon, Hous- 
ton, Tex. 


Effect of Bile on Gastric Secretion and Motility. 


RENE MENGUY AND STEWART WOLF, 
Oklahoma City, Okla. 


Gastric secretory and motor activity was studied in rats 
and dogs. The changes in these parameters produced by 
the administration of bile salts as well as the role 
played by these compounds in the mechanism of gastric 
inhibition by fat will be discussed. The data indicate 
that the mechanism of gastric inhibition by fat may be 
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an increased reabsorption of bile salts rather than the 
release of a hormone by the small bowel mucosa. 
Discussion to be opened by Jack D. WELSH, 
Oklahoma City, Okla. 


Pancreatitis. 
RoserT MITCHELL, Richmond, Va. 
Discussion to be opened by Frep HuNTER, New 
Orleans, La. 
13. Gastric Ulcer. 
CLIFFORD J. BARBorKA, Chicago, IIl., Guest Speaker 


Intermission—Visit Exhibits 


14. Panel Discussion: Sequelae of Gastric Surgery 
—Review of Surgical Approaches, Physiological 
Adaptations and Management. 


Moderator: Davip CAYErR, Winston-Salem, N. C. 
Panel Members: 


E. R. Woopwarp, Gainesville, Fla. 
M. RurFin, Durham, N. C. 
DONALD F. MARION, Miami, Fla. 
GEORGE JORDAN 


Business Session. 
Tuesday, November 17, 7:00 p.m. 


Banquet, Gastroenterology Section 
Dinkler Plaza Hotel 


SECTION ON GENERAL PRACTICE 


Arranged in Cooperation with the American Academy 
of General Practice 


Category I—6 Hours 


Officers 
Chairman...... H. B. Goopwin, Jr., Fort Pierce, Fla. 
Vice-Chairman. .Matcotm H. Harris, West Point Va. 
Secretary.......... L. WITTEN; Louisville, Ky. 


Hosts from the Fulton County Medical Society: 
T. LutHer Byrp, Chairman 
James H. BRYAM 
AMEY CHAPPELL 
WILLIAM Harry 
Joun H. Hines 
RavpH A. Jr. 


Presentations limited to twenty minutes, including time 
required for lantern slides and/or motion pictures; the 
Chairman and out-of-territory essayist to be allowed 
thirty minutes. Discussion limited to five minutes. 


Wednesday, November 18, 9:00 a.m. 
Municipal Auditorium 


1. The New OB Patient. 
Georce S. ALLEN, Louisville, Ky. 


The new obstetrical patient presents the physician with 
the problems of (1) adherence to modern obstetrical care 
and (2) the establishment of proper rapport with the 
patient. The rapport actually is the cornerstone upon 
which good, modern OB management can be given— 
without it a physician soon finds an empty reception 
room. Rapport is most easily founded when the physician 
is himself (not an imitator of someone else) and when 
he approaches his patient with warm human respect 
understanding. 
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2. 


Hormones in Early or Suspected Pregnancy. 
Haroitp A, SCHWARTZ AND W. POWELL HUTCHER- 
son, Chattanooga, Tenn. 


Estrogen, progesterone, chorionic gonadotropic, and 
thyroid hormones all have a specific role in preparing 
for and maintaining pregnancy. The function of these 
hormones and their clinical use in maintaining preg- 
nancy is discussed. The authors also give their results 
with the use of hormone withdrawal bleeding as a preg- 
nancy test. 


Discussion to be opened by CULLEN RICHARDSON, 
Atlanta, Ga. 


Clinical Experience with Buccal and Enteric 
Coated Trypsin. 
Joun M. Coteman, Chicago, 


Clinical experience in 200 cases with buccal and enteric 
coated trypsin in various disease states, has proven these 
forms of the enzyme to be successful adjuncts. The 
broadest experience has been encountered in thrombo- 
phlebitis, edema states due to infection and trauma, and 
a group of inflammatory and degenerative diseases. The 
author has encountered no serious side effects in this 
group of patients, and has noted marked reduction in 
the period of convalescence and morbidity. 


Discussion to be opened by JosepH N. MILLER, 
Fort Howard, Md. 


Intermission—Visit Exhibits 


Symptomatic Relief ‘’Prostatism” with Lipotro- 
phic Agents. 

Marvin WoopaLL, Birmingham, Ala. 
This paper analyzes the results on a series of 35 patients 
with benign prostatic hypertrophy under treatment with 
multiple lipotrophic agents; methionine, choline, and 
inisitol. The results were uniformly good and in some 
cases complete relief of such symptoms as nocturia, hesi- 
tancy, dribbling, and divided stream was obtained. The 
review of the literature relative to nutritional possibili- 
ties in the etiology of BPH is presented. 


Medical Management of the Normal “Unwell” 
Patient. 

Cuartes W. Hock, Augusta, Ga. 
The most neglected patient in America today can be 
found in every doctor’s waiting room in large numbers. 
The “neurotic,” ‘‘psychosomatic,” ‘‘functional,” and 
other terminology, patient is poorly understood by many 
physicians and the patient is improperly handled. A 
method of approach is outlined and broad recommenda- 
tions for therapy given. 


Wednesday, November 18, 12:00 Noon 
Social Hour—Dinkler Plaza Hotel 


Wednesday, November 18, 12:30 p.m. 


Annual General Practice Luncheon 
Dinkler Plaza Hotel 


Wednesday, November 18, 2:00 p.m. 


Municipal Auditorium 


Chairman’s Address: Routine Stool Examina- 
tions in General Practice. 
H. B. Goopwin, Jr., Fort Pierce, Fla. 


This paper covers 1,193 stool examinations done rou- 
tinely on patients who have had a general physical ex- 
amination in my office, since the year 1938. Seven hun- 
dred and sixty-six of these, or 64.2 per cent, were posi- 
tive, for some type of intestinal parasites. In this, a 
breakdown of age groups is shown. It is my purpose to 
show the value of routine stool examination on physical 
examinations. 


Discussion to be opened by RicHarp F. SINNoTT, 
Fort Pierce, Fla. 
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Trends of Infectious Disease Therapy in Genera] 
Practice. 
Bert H. Leminc, Memphis, Tenn. 


Constant reappraisal of therapeutic approaches to infec. 
tious disease is necessary in view of the currently in. 
creasing organismal drug resistance. In addition to the 
development of new approaches for the elder antibac- 
terial agents, the physician must be ever ready to effec. 
tively use the newer agents as soon as possible after their 
safety and efficiency has been established. The use of 
the above approaches along with adequate laboratory 
procedures could greatly impede the trend of resistance 
change evident in many commonly encountered organ- 
isms. A review of current therapeutic and diagnostic 
problems will be discussed and a number of practical 
approaches for the General Practitioner to infectious dis. 
ease will be offered. Comments of personal experience 
with some of the more recently developed antibacterial 
agents will also be presented. 


Discussion to be opened by WALLACE E. HERRELL, 
Lexington, Ky. 


Intermission—Visit Exhibits 


Radioactive Fat Tolerance Studies in Coronary 
Artery Disease. 
DonALD BERKOwITzZ, Philadelphia, Pa. 


Radioactive fat tolerance studies using a test meal of 25 
microcuries of radio-triolein have been performed in a 
group of patients with coronary artery disease and the 
results correlated with the fasting levels of cholesterol, 
triglycerides, and unesterified fatty acids. It was found 
that the fat tolerance was more consistently abnormal in 
these subjects than any of the blood lipids which were 
determined. 


Discussion to be opened by James A. KAUFMANN, 
Atlanta, Ga. 


Oral Pathology. 
James E. Sxaccs, Jr., Louisville, Ky. 


The paper will cover areas of oral pathology as they 
relate to systemic disease. Also specific oral pathological 
problems with emphasis on clinical and differential diag- 
nosis, where such is pertinent, will be included. Discus- 
sion will be primarily on diagnosis rather than treatment 
of the various entities covered. 


Immunization Procedures in the Pediatric Pa- 
tient. 
R. Cannon Exey, Boston, Mass., Guest Speaker 


The indications and contraindications, age, and method 
of administration of primary immunization 

will discu in detail as they apply to practical 
pediatrics in general practice. 


Business Session. 


Chairman... 


SECTION ON GYNECOLOGY 
Officers 


re Joun T. Armstronc, Houston, Tex. 


Vice-Chairman. ...Ropert N. Creapick, Durham, 
Secretary...... Wm. Durwoop Succs, Richmond, Va. 


Hosts from the Fulton County Medical Society: 


A. E. Hauck, Chairman 
B. HARTWELL Boyp 
S. COFER 

M. B. CopELOFF 

Joun B. DuNcAN 

W. VERNON SKILES 


Presentations limited to twenty minutes, including time 
required for lantern slides and/or motion pictures; | 
Chairman and Guest Speaker to be allowed thirty 
minutes. Discussion limited to five minutes. 
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in. 
ec 1, Cancer of the Cervix in Pregnancy. 
W. N. Jones AND RICHARD OsBAND, 
Birmingham, Ala. 
fec- During the period September 1, 1945, to March 1, 1959, 
heir there have been 56,976 deliveries at University Hospital, 
of Birmingham, Alabama. During the same period there 
ory have been seven cases of carcinoma in situ of the cervix 
nce and seventeen cases of invasive carcinoma of the cervix 
san- in pregnant patients. This paper presents the seventeen 
rstic cases of invasive carcinoma of the cervix during preg- 
tical nancy with our experiences in treatment and general 
dis- prognosis. A review of the literature is included to com- 
ence pare incidence, age, treatment, symptomatology and 
prognosis. 
FLL, 2. The Control of Intractable Pelvic Hemorrha 
by Ligation of the Hypogastric Arteries 
SAMUEL S. BINDER AND GEORGE A. MITCHELL, 
Chattanooga, Tenn. 
This paper deals with the anatomy of the hypogastric 
nary artery and demonstrates its vast collateral circulation. 
Several case reports are mentioned which required hypo- 
gastric ligation to control intractable hemorrhage. The 
Pa. literature is reviewed and several indications for this 
procedure are discussed. A rapid technic for localizing 
of 25 the hypogastric artery is described 
in a 
the 
terol, 3. Treatment of Urinary Stress Incontinence in 
the Female. 
C. Paut Hopcxinson, Detroit, Mich., 
Guest Speaker 
[ANN, Efforts to study urinary stress incontinence in the female 
have resulted in a maze of conflicting alleged facts and 
opinions. Opinions differ about the anatomy, the physi- 
ology, the etiology and the cure. More than a simple 
history of the involuntary loss of urine on sudden exer- 
> Ki tion and the finding of a cystocele is necessary to answer 
ry RY. such questions as: (1) What is the basic pathology 
s they present? (2) Is the loss of urine secondary to functional, 
logical neurological or anatomical deficiency? (3) If previous 
| diag- surgery was performed, why did it induce or fail to 
Discus- correct the affliction? (4) Is conservative or surgical 
atment treatment now indicated? (5) If surgical treatment is 
indicated, what operation should be selected? Currently 
our knowledge is incomplete, and unequivocal answers to 
these questions cannot be given. The routine studies for 
c Pa- patients complaining of urinary stress incontinence are a 
detailed history, complete physical examination, gyne- 
cologic and sometimes a urologic examination, routine 
peaker laboratory studies including a culture of the urine. Over 
od the past ten years all patients admitted for vaginal plas- 
meth lic surgery were subjected to the additional investigation 
mee of cystometric evaluation and determination of the ure- 
ractical throvesicopubic relationships by the metallic bead chain 
pertaining to normal standards of bladder function tech- 
nic. Through these efforts information as well as patho- 
logical deviations were outlined. 
Intermission—Visit Exhibits 
4. The Vulvar Clinic: A Teaching and Research 
Project. 
n, Tex. Jason H. CoLiins AND HERBERT W. Bircu, 
a, N.C. New Orleans, La. 
nd, Va This is a Teport of the first two years of activity of the 
, Vulvar Clinic at Tulane University School of Medicine. 
During this time 47 different vulvar entities have been 
is seen and treated. The diagnostic technic used to solve 
these numerous problems are presented and the value of 
performing glucose tolerance tests, venereal survey, and 
vulvar biopsy is stressed. The therapy utilized for these 
Patients and the result of this treatment is given. 
5. A Review of Urological Complications in Pelvic 
Malignancy of the Female. 
ing time LEONARD PALUMBO, O. B. BONNER, AND 
LutHer M. TAusert, Chapel Hill, N. C. 
d_ thirty f Daiversity Hospital only seven years old that now has 


occupancy of twenty per cent malignancy patients 
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affords a unique opportunity for study and evaluation. 
Urinary tract complications represent the main cause of 
patient morbidity and mortality. Efforts toward preven- 
tion and alleviation are emphasized. 


Wednesday, November 18, 12:00 Noon 
Dinkler Plaza Hotel 


Joint Luncheon with Section on Obstetrics, 
wives invited. 


CrybE L. RANDALL, Buffalo, N. Y., and 
C. Paut Hopckinson, Detroit, Mich., Guests 


Wednesday, November 18, 2:00 p.m. 
Municipal Auditorium 


Carcinoma of the Endometrium. 


JoserH C. PARKER AND JOHN J. HALKI, 
Richmond, Va. 


A report on the experiences at the Medical College of 
Virginia Hospitals with carcinoma of the endometrium 
over the past ten to fifteen years. It encompasses relative 
facts in the history and physical examination, as well as 
associated conditions and complications. A review of the 
methods of treatment and their results to date are of- 
fered. A critical review of the types of treatment in this 
condition is presented. 


Chairman’s Address: The Complete Examina- 
tion of Our Gynecological Patients. 


Jonn T. ARMstRONG, Houston, Tex. 


J. Marion Sims frequently has been called the Father of 
Modern Gynecology. An observation made while examin- 
ing a patient led to the first successful closure of a 
vesicovaginal fistula in America. His successful operation 
was quickly followed by many other types which have 
undergone modification with time as medicine has pro- 
gressed. From that time to the present, information ob- 
tained from a carefully developed history and physical 
examination and other diagnostic aids has been the 
foundation on which gynecologists have based their 
judgment in the clinical management of the patients. 


Intermission—Visit Exhibits 


Indications, Limitations and Technics of Coni- 
zation of the Cervix. 


J. ALLEN OFFEN, HAROLD SCHULMAN, AND 
James HENRY FERGUSON, Miami, Fla. 


The indications for cold conization of the cervix are an 
unexplained positive cytology or a punch biopsy reveal- 
ing major atypia. A surgical technic for hemostasis dur- 
ing this operation utilizing lateral angle sutures and local 
infiltration of a vasopressor solution is described. There 
have been no serious complications associated with this 
procedure in a large number of cases. 


9. Primary Carcinoma of the Fallopian Tubes. 


SALLYE TONIETTE, ALONSO VELARDE, AND 
Grorce A. Atlanta, Ga. 


The problem of primary carcinoma of the fallopian 
tubes is briefly reviewed. The experience of the Crawford 
W. Long Memorial Hospital with six cases in a ten year 
period is discussed in detail with emphasis on the symp- 
tomatology, diagnostic pitfalls and errors encountered, 
pathology, etc. Methods of treatment, which were rather 
varied, are correlated with results obtained as indicated 
by survival rates. 


Business Session. 
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SECTION ON INDUSTRIAL MEDICINE AND 
SURGERY 


Officers 


Chairman. G. Tuuss, SR., Birmingham, Ala. 
Vice-Chairman L. A. PYLE, JR., Washington, D. C. 
Secretary......: A. N. Sam Houston, New Orleans, La. 


Hosts from the Fulton County Medical Society: 


Joe M. Boswortn, Chairman 
ALLEN M. COLLINSWORTH 

J. Harry Rocers 

S. EuGENE Situs 


Presentations limited to thirty minutes, including time 
required for lantern slides and/or motion pictures; 
the out-of-territory essayist to be allowed one hour. 
Discussion limited to five minutes. 


Wednesday, November 18, 9:00 a.m. 


Municipal Auditorium 


1. What Will You Let Your Industrial Nurse Do? 
Miss Doris L. Grice, Atlanta, Ga. 


In thinking of what the industrial physician will have 
the in-plant industrial nurse do, it is well to consider 
those aspects of an in-plant medical service normally 
done by the registered nurse under the supervision of 
the physician. Briefly they are: (a) Provide prompt em- 
ergency care for all injuries and illnesses. (b) Institute 
systematic follow-up on absenteeism. (c) Engage in health 
education and counselling. (d) Maintain an effective rec- 
ord system. (e) Supervise the first aid workers. (f) Assist 
in the medical examination program. (g) Follow the 
progress of individuals who have known medical defects 
or health problems. (h) Periodic plant tours. The on-call 
or part-time industrial physician can enlarge and _ in- 
crease the scope and benefits of the in-plant nursing 
service by utilizing the professional and personal capabil- 
ities of the in-plant graduate registered nurse. 


Discussion to be opened by Jor M. Boswortn, 
Atlanta, Ga. 


2. The Lumbar Spine in the Workman. 
J. WM. CROOKSHANK AND M. WARSHAW, 
Lake Charles, La. 


Complete evaluation of functional disease of low back 
must be the result of combined effort. Complete study 
consists of radiological findings and intimate knowl- 
edge of work load of potential employee. This examina- 
tion of the back should be considered as a preplacement 
rather than pre-employment examination in order to se- 
lect the right man for the right job. 


Discussion to be opened by Jack WickstTRoM, New 
Orleans, La. 


3. Chairman’s Address: The Third Party. 
G. Tuuss, Sr., Birmingham, Ala. 


Primarily this Section is concerned with occupational 
medicine and surgery. Many factors and factions are de- 
veloping in this field. I thought it might be wise to 
consider the pros and cons of The Third Party. The 
Third Party in medical economics is a term applied to 
some plan of providing medical care wherein premiums 
received for such care are paid by the patient to an in- 
termediary and not directly to the physician. The physi- 
cian eventually receives compensation for his services 
from The Third Party. Policies reflecting medical and 
lay attitudes will be reviewed. 


Intermission—Visit Exhibits 


4. The Problem of Industrial Health. 
Rosert A. Kenor, Cincinnati, Ohio, 
Guest Speaker 


Wednesday, November 18, 12:00 Noon 
Good Fellowship Luncheon 


Dinkler Plaza 


Tickets available from Host Committee before 
the meeting or at intermission. 


Wednesday, November 18, 2:00 p.m. 
Municipal Auditorium 


5. Pellegrini-Stieda Syndrome. 

M. Ewin, A. N. Sam Houstoy, 
W. A. Roy, AnD R. A. Faust, New Orleans, La. 
The history, clinical course, treatment, and lack of dis. 
ability of Pellegrini-Stieda Syndrome are discussed. Four. 
teen newly developed cases with follow-up are presented. 
Twelve cases had initial negative x-rays which became 
positive subsequently. Emphasis is drawn to the fact that 
this is not a disabling condition per se, and the authors 
feel that any disability which ensues is a result of the 
ligamentous tear or other associated injury to the knee 
joint. 
Discussion to be opened by Paut Rettu, Atlanta, 
Ga. 


6. The Need for Epidemiology in Industrial Medi- 
cine. 
D. Joun Lauer, Pittsburgh, Pa. 


The technics and philosophies of the surgeon and, more 
recently, the internist have tended to dominate the type 
of practice that has been carried out in industrial medi- 
cal programs. We need to continue to use these technics. 
In this paper we will make a case of broadening our 
practice procedures by utilizing the technics of the epi- 
demiologist and applying them to the findings and data 
we are collecting every day. Using group study measures, 
we have investigative opportunities in industrial practice 
that exists in few other medical areas. 


Intermission—Visit Exhibits 


7. The Problem of Ruptured Intervertebral Discs. 
Howarp Karr, New Orleans, La. 


8. The Man Who Didn’t Walk. (Motion Picture) 
Business Session. 


SECTION ON MEDICINE 
Officers 


Chairman. M. Yow, Houston, Tex. 
Chairman-Elect Ketty M. West, Oklahoma City, Okla. 
Vice-Chairman. . THOMAS J. ANDERSON, JR., Atlanta, Ga. 
Ketty T. McKee, Charleston, S. C. 


Hosts from the Fulton County Medical Society: 

THOMAS J. ANDERSON, JR., Chairman 

LinTON H. BisuHop, Jr. 

Tutty T. BLALocK 

DanieL D. HANKEY 

Davip E. HEIN 

A. MurpHy, Jr. 

CARTER SMITH 
Presentations limited to twenty minutes, including time 
required for lantern slides and/or motion pictures; the 
Chairman and out-of-territory essayist to be allowed 
thirty minutes. Discussion limited to five minutes. 


Tuesday, November 17, 2:00 p.m. 
Municipal Auditorium 
1. Chairman’s Address: How Can the Program of 


the Section on Medicine be Most Effective? 
ELtarp M. Yow, Houston, Tex. 
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2. Clinical Observations on Newer Chemotherapeu- 


tic Agents. 
DonatD M. Hayes, Winston-Salem, N. C., and 
Cuarces L. Spurr, Houston, Tex. 


Of the multitude of new agents on the chemotherapy 
horizon, two of the more promising are cyclophospha- 
mide and uracil mustard. Although both are alkylating 
agents, the prototype of which is nitrogen mustard, 
there are significant structural and pharmacologic inuno- 
vations present in these drugs. The present report deals 
with the use of one or the other of these agents against 
a variety of malignancies, most of which are hematologic 
in origin. These include lymphomas, multiple myeloma, 
leukemias, and patients in different phases of the 
“myeloproliferative syndromes.” Some comment will also 
be made on other new agents under study by this group 
and upon the future promise and application of chemo- 
therapy in general. 


Discussion to be opened by Cuarrrs C. SPRAGUE, 
New Orleans, La. 


3. Posthypoglycemic Encephalopathy. 


GrorcE M. Jonrs, Dallas, Tex. 


The clinical entity, posthypoglycemic encephalopathy, has 
been previously reported under headings of various syn- 
onyms. Numerous cases of personality, mental, and neu- 
rologic changes following hypoglycemia and persisting 
after the blood sugar levels have become normal have 
been previously reported. Several such cases are reported 
in this paper. The physiological and _ pathological 
changes responsible for the clinical behavior are briefly 
discussed. Members of the medical profession should be 
aware of this curious complication of hypoglycemia and 
combat any prolonged low blood sugar level vigorously. 


Discussion to be opened by James M. Moss, 
Alexandria, Va. 


Intermission—Visit Exhibits 


4. The Clinical Usefulness of the Dye Dilution 
Curve. 
Roserr H. Francu, Atlanta, Ga. 


The direct recording of indicator dilution curves, using 
multiple injection sites, in 300 cases studies at cardiac 
catheterization, has been useful in demonstrating the 
presence and direction of a central shunt or shunts, and 
in locating the catheter tip, whether in chambers or 
great vessels of the pulmonary or systemic circulation or 
in anomalous channels. Recording the curves is not dif- 
ficult or time consuming and hence is of value as a 
simple screening test for significant central shunts. Illus- 
trative cases will be presented. 


Discussion to be opened by B. Wooprtn Copss, 
Atlanta, Ga. 


Pharmacology of Edema Therapy in Association 
with Sodium and Water Retention. 


Joun H. Moyer, Philadelphia, Pa., Guest Speaker 


Beginning with the use of organic mercurials more than 
thirty years ago, development of diuretic agents has pro- 
gressed steadily with the appearance in recent years of 
non-mercurial agents for oral use. Knowledge of phar- 
macologic effects of the various diuretics available is es- 
sential for proper choice of preparations to be used in 
disorders in which diuretics are indicated. Of particular 
importance are electrolyte excretion patterns, potency of 
the drug, and the ability to maintain effectiveness with 
continued administration. 


Business Session. 


Wednesday, November 18, 9:00 a.m. 


Municipal Auditorium 


6. The Role of the Nervous System in Lipid Me- 
tabolism 


Morton Bocponorr, Durham, N. C. 


The dynamic State of adipose tissue has recently been 
re-examined in many laboratories. The level of plasma 
nonesterified fatty acid (NEFA) in many may serve as an 
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index of adipose tissue mobility. Intense psychological 
stimuli are associated with marked changes in the NEFA 
level; these changes may be modified by agents blocking 
the autonomic division of the nervous system. 


Discussion to be opened by BerNaArpD C. HOLLAND, 
Atlanta, Ga. 


Thyroiditis. 
Ernest H. Yount, Winston-Salem, N. C. 


Approximately 25 cases of acute diffuse thyroiditis and 
25 cases of chronic thyroiditis seen in this clinic during 
the past ten years have been reviewed and the various 
clinical manifestations noted. A review of the literature 
regarding the etiology of thyroiditis will be presented 
with special emphasis upon the recent ideas of auto- 
immunization in Hashimoto’s disease. Various forms of 
therapy will be discussed. 


Discussion to be opened by GARLAND HERNDON, 
Atlanta, Ga. 


Recent Advances in the Treatment of Hyper- 
tensive Cardiovascular Disease. 


GLENN CLARK AND STANLEY KAPLAN, 
Memphis, Tenn. 


One hundred patients who had previously failed to re- 
spond to treatment with various combinations of 
rauwolfia, hydralazine, and ganglionic blocking agents 
were evaluated as to the extent of vascular damage and 
dihydrochlorothiazide was added to the _ therapeutic 
regime. These patients were followed for a period of 
from six to twelve months and many have for the first 
time in years shown satisfactory supine diastolic pressure 
and have been free of symptoms. 


Discussion to be opened by RayMonp F. GReEN- 
FELL, Jackson, Miss. 


Intermission—Visit Exhibits 


Complications of Pressor Amine Therapy. 
Epwarp R. Dorney, Atlanta, Ga. 


This paper concerns itself with the noxious side effects 
of the various sympathomimetic amines which are used 
in the maintenance of blood pressure during shock and 
includes comments on the various available preparations 
and their individual toxicities from the standpoint of 
arrhythmias, sloughs, et cetera. Consideration is also 
given to the necessity for the use of pressor amines and 
their ability to induce a syndrome of semi-dependence. 


Discussion to be opened by Wittiam C. Mc- 
Gariry, Atlanta, Ga. 


Hemorrhagic Diathesis Associated with Long- 
term Anticoagulant Therapy. 


PauL W. Boytes, Miami, Fla. 


Hemorrhage is the major contraindication to anticoagu- 
lant therapy. The mechanism of hemorrhage seen in pa- 
tients on long-term anticoagulant therapy (in whom the 
prothrombin time is within the therapeutic range) is un- 
known. The present investigation reports on thirty-five 
patients who have been maintained on various anti- 
coagulants for long periods of time in whom bleeding 
occurred when the prothrombin time was within the 
range of 25—40 seconds. Specific assay was made of the 
various coagulation factors. Detailed serial observations 
are presented for two patients. These studies reveal that 
the hemorrhagic diasthesis from long-term anticoagulant 
therapy is not due to a specific depression in one specific 
coagulation factor but rather is due to relative differen- 
tial deficiencies in prothrombin, proconvertin, Hageman 
factor, Stuart factor and Christmas factor. 


Discussion to be opened by BENJAMIN MANCHES- 
TER, Washington, D. C., and KENNETH BRINKHAUS, 
Chapel Hill, N. C. 


4 
TON, 
La. 
dis- 
Four- 
nted. 
came 
that 
thors 
° 
, more 
e type 
medi- 
chnics. 
1g our 
epi- 
d data 
_| 
y, Okla. 


1300 


SECTION ON NEUROLOGY AND PSYCHIATRY 
Officers 


Chairman. .Tueropore L. L. Sontat, New Orleans, La. 
Chairman-Elect..Ropert H. Grou, Washington, D. C. 
Jor E. Tyter, Tulsa, Okla. 


Hosts from the Fulton County Medical Society: 


Epcar F. FincHer, Chairman 
Harry R. Lipton 

PauL L. SCHROEDER 

JoserH S. SKOBBA 

WILLIAM A. SMITH, SR. 
RICHARD B. WILSON 

Aucusr S. YOCHEM, JR. 


Presentations limited to twenty minutes, including time 
required for lantern slides and/or motion pictures; 
the Chairman to be allowed thirty minutes. Discussion 
limited to five minutes. 


Monday, November 16, 9:00 a.m. 
Municipal Auditorium 


Joint meeting with the Southern Electroencephalo- 
graphic Society. 


1. Clinical Manifestations of Hereditary (Fried- 


reich’s) Ataxia. 
W. L. Haran, Galveston, Tex. 


Among 200 persons from families in which one or more 
cases of hereditary ataxia were known to exist, the au- 
thors and their co-workers have found 65 affected indi- 
viduals. The neurological findings of these 65 cases are 
discussed with particular emphasis upon the subtlety of 
the disease in its earlier or milder form since a number 
of these individuals were unaware of their affliction. 
Inter-relationships between the hereditary ataxias and 
other heredofamilial degenerative diseases including pro- 
gressive peroneal palsy, hereditary spastic paraplegia, 
and the Levy-Roussy syndrome are demonstrated. The 
results of nerve stimulation studies are presented and it 
is concluded that measurement of the conduction velocity 
of the peripheral nerves is a valuable ancillary procedure 
in the early diagnosis of hereditary ataxia in certain 
families. 

Discussion to be opened by Ropert L. GREEN, 


Durham, N. C. 


2. Clinical, Laboratory and EEG Correlations in 
Hyperthroidism. 
W. P. WILson AND J. E. JoHNsoN, Galveston, Tex. 


This study was carried out on 25 adult males and females 
who were diagnosed as having hyperthyroidism by clini- 
cal and laboratory studies. EEG studies were carried out 
before any treatment was given, after the administration 
of Reserpine which is known to control symptoms, and 
after antithyroid treatment had been carried out. At- 
tempts were made to correlate such actors as age, sex, 
duration of illness, severity of clinical symptomatology, 
and laboratory findings with the clinical changes in the 
EEG. The effects of hyperthyroidism on arousal phenom- 
ena were also observed. The findings will be reported 
and discussed. 

Discussion to be opened by ROBERT UTTERBACK, 


Memphis, Tenn. 


3. A New Drug for Use in the Treatment of Epi- 

lepsy: Zaretin (PM-671). 
GENE L. WHITINGTON AND JAMES G. HUGHES, 
Memphis, ‘Tenn. 


A new drug has been studied at the Convulsive Seizure 
Clinic of the Division of Pediatrics of the University of 
Tennessee Medical School. This drug, Zarotin (PM-671), 
is produced by Parke, Davis & Company and is a succini- 
mide (a-ethyl-a-methylonccinimide) related to Celontin® 
and Milontin®. The drug has been used in over fifty 
cases of epilepsy of various types. It has been found to 
be most effective in petit mal, minor motor, and psy- 
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chomotor seizures. Neither irreversible nor serious toxic 
effects have been noted. 


Discussion to be opened by MERTON L. Exwatt, 
Jacksonville, Fla. 


Intermission—Visit Exhibits 


4. Symposium: Medical-Legal Aspects of Electro. 


Moderator: SamMueL C. LittLe, Birmingham, Ala. 
a. General Discussion of the Problem. 
IsapoRE ZFASS, Richmond, Va, 
b. The Value and Limitations of Electro- 
encephalographic Findings in Head Injury 
Cases. 
Martin L. Tow er, Galveston, Tex. 
c. Implications of Seizure Development, Per. 
sonality Changes and Other Symptoms Pre- 
sumably Related to Cerebral Tr 
Donacp S. Bickers, Atlanta, Ga. 


d. Legal Status of Electroencephalography. 
Mr. HAMILTON LOKEY, Atlanta, Ga. 


Tuesday, November 17, 2:00 p.m. 
Municipal Auditorium 


5. A Survey of the Various Attitudes in the Re- 
lationship Between Religion and Psychiatry. 
Norton L. Charleston, S. C. 


The paper is a result of some years of active and clos 
work with many phases of religious endeavors in church 
activities, and especially working three years in seminar 
work with ministers, attempting to establish a foundation 
for the relationship of psychiatry to religion, and re- 
ligion to psychiatry. Many ministers are aware and are 
frightened of the inadequacies of their ministries, and 
feel somehow that psychodynamically oriented psychia- 
trists in some way may be usurping their role in charac- 
ter building. A review is made of the various organiza- 
tions now at work to handle this phase of religious- 
psychiatric participation. Some particular plans are 
evolved to attempt to put this field into harmonious, 
effective relationships, through better understanding, on 
the psychiatrist’s part, of the special role that religious 
endeavors can make in establishing the proper climate 
for mental and emotional functioning on a deeper 
plane. 

Discussion to be opened by WILLIAM ROTTERSMAX, 


Atlanta, Ga. 


6. Brain Tumors in the Newborn. 
R. L. De Saussure, JOE A. MILLER, AND 
C. E. SrricKLAND, Memphis, Tenn. 


Recent public and medical publicity has indicated that 
certain tumors develop after long periods of exposure to 
a carcinogenic agent. The emphasis on longer life has 
also suggested that neoplasms present themselves in aging 
times. This latter assumption is disputed by the fact that 
malignancies develop in younger animals as rapidly as in 
old animals in response to carcinogenic agents. It is gen- 
erally appreciated that brain tumors are not uncommon 
in children. However, it is phenomenal that a review 
reveals reports of 24 cases of brain tumors in the new- 
born. An additional 13 cases in which the tumor was 
probably present at birth is also noted, which makes 2 
total of 37 cases of brain tumors in the neonatal period. 
We wish to report one additional case and make 
brief comments. 

Discussion to be opened by HOMER SWANSON, 


Atlanta, Ga. 


7. Major Mental Disorders Masquerading as Al- 
coholism. 
JoserH B. PARKER, Lexington, Ky., RicHanp M. 
MEILLER AND Grorce R. ANDREWS, Durham, N. ©. 


This is a study of the frequency of the disabling use o 
alcohol in 70 manic-depressive, 200 schizophrenic ané 
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100 chronic psychoneurotic patients hospitalized for dis- 
abling psychiatric symptoms. This population is compared 
with population samples from another hospital admitted 
(1) with mental commitments and (2) alcoholic commit- 
ments. Case examples from VA, state and private hos- 
pitals are given. Findings in the different groups are 
compared and the relevance of these findings for diag- 
nostic evaluation and success or failure of therapy is 
discussed. 


Discussion to be opened by Jackson A. SMITH, 
Chicago, Ill. 


Business Session. 
Intermission—Visit Exhibits 


8. The Depressed Patient. 
Jackson A. Situ, Chicago, Ill. 


This paper is concerned with the natural course of the 
illness as seen in different types of depressive reactions. 
The importance of considering the course of the illness 
in the evaluation of any treatment procedure is empha- 
sized. The development of the concept of depression and 
brief descriptions of theories on the etiology of depres- 
sion are considered. 


Discussion to be opened by Etmer L. CAvVENy, 
Birmingham, Ala. 


Motivational Aspects of Suicide in Patients 
During and After Psychiatric Treatment. 
WituraM D. Wueat, Baltimore, Md. 


This is a study of twenty patients who committed suicide 
while in treatment in the Henry Phipps Psychiatric 
Clinic, the Johns Hopkins Hospital, or within three 
months following discharge from the clinic. Information 
is compiled from detailed case records, staff conference 
notes, direct communication with the patients’ therapists, 
and observations of senior psychiatrists supervising ther- 
apy and disposition of patients. Attention is focused on 
understanding the motivational themes which combine to 
produce the successful suicide including (1) emotional 
bankruptcy in the patient and the treatment situation, 
(2) reinforcing environmental crises of unsuspected im- 
portance to the patient and the treatment process, and 
(3) interactions between patient and therapist. Illustrative 
case material briefly presented. 


Discussion to be opened by WiLitaM Orr, Nash- 
ville, Tenn. 


10. Preliminary Report on a Follow-up Study of a 


Variety of Depressions. 


B. HOHMAN, Durham, N. C. 


This is to be a follow-up study after seven or eight years 
on a variety of depressions. A hypothesis has been ad- 
vanced that many of the so-called psychosomatic disorders 
are in reality depressive reactions accompanied by psycho- 
neurosis or psychosomatic symptoms. If the hypothesis is 
correct that these cases are allied to or identical with 
manic depressive illness then a follow-up study should 
show a high percentage of recovery. Our preliminary 
report of 194 cases from 1952 is now augmented by an 
equal number of cases from 1951. We have subdivided 
our cases into five or six types of depressive illnesses 
and believe that we have demonstrated that our diagnosis 
was correct because of the favorable outcome as pre- 
dicted. Our results in this follow-up study are similar to 
a study done in 1937. 


Discussion to be opened by SuLtivaN G. BEprLt, 
Jacksonville, Fla. 


Wednesday, November 18, 2:00 p.m. 


Municipal Auditorium 


11. Midline Scalp Masses. 
CuHartes E. Dowman, Atlanta, Ga. 


The dangerous aspects of some midline scalp lesions re- 
quire careful appraisal of all such abnormalities. This 
embryologically very active region makes possible a va- 
riety of lesions. Many of these are included in the pres- 
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12. Vascular Disease of the Spinal Cord. 


13. 


14 


15 


16. 


1301 


ent group. Colored slides showing lesions as well as oper- 
ative efforts, are a major part of the paper. 

Discussion to be opened by Roserr Sears, Atlanta, 
Ga., and R. M. N. Crossy, Baltimore, Md. 


CHARLES VAN Buskirk, Baltimore, Md. 


Three case histories are presented as clinical examples of 
vascular insufficiency of the spinal cord. The role of 
collateral circulation in vascular disease of the spinal 
cord is discussed and experimental data is presented 
demonstrating the effect of drugs and blood pressure on 
spinal cord circulation as determined visually and with 
the oxygen electrode. The therapeutic implications of 
these data are discussed. 


Discussion to be opened by O. Ruett TALBERT, 
Charleston, S. C. 


Chairman’s Address: The Problem of So-called 
Compensation Neuroses. 


THeEopore L. L. Sontat, New Orleans, La. 


Intermission—Visit Exhibits 


Torula Meningomeningitis: 
Amphotericin B. 
GrorceE W. SMITH, JOHN W. KEMPLE AND 
James A. Kemp, Augusta, Ga. 
The epidemiologic, clinical, pathological, bacteriologic 
and therapeutic features of central nervous system crypto- 
coccosis are briefly reviewed. Emphasis is placed upon 
methods of treatment developed and employed subse- 
quent to the review by Carton in 1952. The eventual 
course of meningoencephalitis due to Cryptococcus neo- 
formans is well known. Any agent that improves or ar- 
rests the course of this illness should early be brought to 
the attention of those physicians who see and diagnose 
this infection. Amphotericin B, an antibiotic formed by 
a species of streptomyces isolated from soil obtained 
from South America has been shown in vitro studies and 
animal in vivo studies, to inhibit the growth of Crypto- 
coccus neoformans. Three cases of cryptococcic menijn- 
goencephalitis treated with Amphotericin B are present- 
ed. The patients received approximately 50 mg. daily for 
seven weeks. At the end of this period cultures of this 
cerebrospinal fluid became negative, and to date no or- 
ganisms have been recovered by repeated lumbar punc- 
tures. These patients are virtually asymptomatic at 
present. 


Discussion to be opened by BERTRAM E. SPROFKIN, 
Nashville, Tenn. 


Its Treatment with 


Sexual Behavior in the Manic Patient. 
JAMEs B. ALLISON AND WILLIAM P. WILSON, 
Galveston, Tex. 


Sexual desire and enterprise are generally considered to 
be increased, and are often the source of serious trouble 
for the manic patient. However, the extreme variability 
of display of increased desire as well as the often para- 
doxical lack of increase in sexual enterprise led the au- 
thors to attempt to determine what factors in the pa- 
tient’s personality might influence the development of 
this particular symptomatology. Thirty manic males and 
females are included in this series. An evaluation of the 
patient’s display of sexuality was carried out, based on 
the observations of the physician in charge of the case, 
the nurses on the ward, as well as the observations of 
the relatives. When possible, histories of sexual behavior 
in the prepsychotic state were obtained with reference to 
heterosexual, homosexual and auto-erotic activities. 


Discussion to be opened by CHARLES WATKINS, 
New Orleans, La. 


Patterns in the Distortion of Scientific Method. 
Freperick H. Davis, New Orleans, La. 


It is the thesis of this article that common patterns of 
distortion of scientific method should be observable in 
many investigations which incorrectly claimed to have 
discovered the etiology of schizophrenic illnesses. The 
identification of these patterns of distortion should have 
much immediate usefulness in providing additional cri- 
teria for evaluating contemporary research. To substan- 
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which w/li give a satisfactory anatomical and functional 


tiate this thesis a critical examination is made of the result. The anatomy and a technic for adequate recon- Hos: 
employed — at- struction of the incised area is demonstrated. OS 
tempted to demonstrate that focal infection was the etio- ° : " 
logic agent in schizophrenia (1918-1924). The distortions Discussion to be opened by F. W. Havser, Green- 
demonstrated are compared with the distortions in ville, Miss. 
method used by other investigators. 
Discussion to be opened by Wiitam G. REESE, 4. Roentgen Pelvimetry: A Precise Position Method. 
Little Rock, Ark. Joun W. Simpson, San Antonio, Tex., A. Louis 
DiereL, Houston, Tex., and Wooprow lL, 
nn PICKHARDT, Fort Sam Houston, Tex. Pres 
In spite of the widely publicized risks of x-irradiation, time 
SECTION ON OBSTETRICS roentgen evaluation is essential for adequate evaluation tures 
and proper management of certain obstetrical cases. 4 
Offi technic of x-ray pelvimetry developed at Brooke Army 
1cers — in detail. It accuracy, 
. 7 simplicity, low cost, minimum number of ‘“‘retakes’” and 
Chairman. ...CHARLES H. MAuzy, JR., Winston-Salem, is easy for technicians to learn. The radiologist and = 

i j ti t itativ to tai 
Vice-Chairman....Stmon V. Warp, New Orleans, La. 
Secretary... ..... Joun D. Gorpinier, Louisville, Ky. Discussion to be opened by Rosert Barter, 

Washington, D. C. 
Hosts from the Fulton County Medical Society: 8 2. 
W. VERNON SxILES, Chairman Wednesday, November 18, 9:00 a.m. 
R. A. BARTHOLOMEW 
James H. Byram Municipal Auditorium 
5. Chairman’s Address: Toxemia of Pregnancy: Its 
— E. Tu 2 Jr. Management and Results Without the Use of 
Antihypertensive Drugs. 
Presentations limited to twenty minutes, including Cuartes H. Mauzy, Jr., Winston-Salem, N. C. 
time required for lantern slides and/or motion pic- 
tures; the Chairman and out-of-territory essayist to 6. Puerperal Breast Complications. 
be allowed thirty minutes. Discussion limited to five Wiis E. Brown, FRANK E. Morcan, James L. 
minutes. Hacer, Mose III, Little Rock, Ark. 
Although major complications of the puerperal breast 
Tuesday, November 17, 2:00 p.m. are relatively infrequent, breast engorgement and lac- 
one Sie cance. astitis an reast abscess have recurred, are 
Municipal Auditorium increasing in frequency, and have become a major 
of A of — will 
. . a »e reported on the effectiveness of several agents in 
1. Incidental Appendectomy at the Time of Ce ameliorating engorgement and its possible effect on the 
sarean, Postpartum Sterilization, and Ectopic incidence of breast abscess during an epidemic. The 
Pregnancy. clinical management of puerperal mastitis and abscess ) 
Pu C. ScHREIER, Memphis, Tenn. will be reviewed in the light of our recent experience. ; 
The analysis of 483 elective appendectomies performed Intermission—Visit Exhibits | 
to cesarean sections, liga- 
tions, and ectopic pregnancies is discussed. These are . * 
compared on the basis of morbidity with 1,200 concurrent Business Session. 
similar operations in which appendectomy was not done. 
Discussion to be opened by W. C. Winn, Rich- 7. Panel Discussion: Obstetric Hemorrhage. | 
mond, Va. Moderator: Ropert A. Ross, Chapel Hill, N. C. | 
Panel Members: | 
. Placenta and Cord—vVulnerable Fetal Support. Ciype L. RANpALL, Buffalo, N. Y. 
Ciype L. RANDALL, Buffalo, N. Y., Guest Speaker C. Paut Hopckinson, Detroit, Mich. 
Interference with the circulation of the cord is difficult MarRIon T. BENSON, JR., Atlanta, Ga. 
adequacies of the placenta may predictable, however, 
and usually result in detectable signs of fetal distress. Wednesday, November 18, 12:00 Noon 
Situations in which placental deficiency might be antici- ‘ Yi 
pated will be reviewed, the signs of fetal distress will be Dinkler Plaza Hotel } 
discussed and available methods of prophylaxis will be 
considered. Joint Luncheon with Section on Gynecology, 
Intermission—Visit Exhibits 
Ciype L. RANDALL, Buffalo, N. Y. and 1 
. Mediolateral Episiotomy. C. Paut Hopckinson, Detroit, Mich., Guests 1 
W. Byron INMON, Jackson, Miss. : 
Episiotomy is the most commonly performed obstetrical a 
operation. In midline episiotomy important structures do 
not repair is SECTION ON OPHTHALMOLOGY AND 5.1 
2 to 4% of midline episiotomies result in third degree 
lacerations, and of these it is estimated that 12 to 17% OTOLARYNGOLOGY 
develop major complications such as rectovaginal fistulae. Offi c 
Mediolateral episiotomy virtually eliminates the danger 1cers ; 
of thir legree laceration, but many accomplis! - P 
stetricians have expressed dissatisfaction, with the anatom- Chairman...... G. S. Firz-Hucn, Charlottesville, V2. 
ical results tai rom this pr ure and perinea ‘bai. R 7 4 
to's of Chairman-Elect. ...GrorGE M. Hak, New Orleans, La 
che and of the of incision Vice-Chairman........ B. Burke, Atlanta, 62. 
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Hosts from the Fulton County Medical Society: 


Epwarp S. Wricut, Chairman 
B. RussELL BURKE 

F. PHINIZY CALHOUN, Jr. 
WILLIAM T. EDWARDS 
MuRDOCK EQUEN 

ALTON V. HALLUM 


Presentations limited to twenty minutes, including 
time required for lantern slides and/or motion pic- 
tures. Discussion limited to five minutes. 


Tuesday, November 17, 9:00 a.m. 


Municipal Auditorium 


Chairman’s Address: (To be announced.) 
G. S. Firz-Hucu, Charlcttesville, Va. 


Surgical Management of Congenital Glaucoma. 
GrorGE MEYER, S. D. MCPHERSON, JR., AND 
G. T. Kirrney, Jr., Durham, N. C. 


The surgical treatment of 33 eyes with congenital glau- 
coma is evaluated. Goniotomy, though done infrequent- 
ly by the individual staff surgeons, proved to be success- 
ful. The complications of this operation are tabulated 
and shown to be insignificant. It is suggested that the 
individual surgeon, who sees congenital glaucoma only 
occasionally, can nevertheless expect a good result in the 
majority of cases with goniotomy, despite the infrequency 
of performing the operation; and can also expect a min- 
imum of complications. 


Discussion to be opened by AtstoN CALLAHAN, 
Birminghzm, Ala. 


Prosthetics in the Surgical Repair of the Sound 
Conduction Mechanism of the Middle Ear Cavity. 
Houston L. BELL, Roanoke, Va. 


A review of lesions encountered in the middle ear cavity 
accounting for dehiscence, impaired mobility or ankylosis 
of the sound conduction structure as noted in residually 
damaged ears secondary to acute necrotic otitis media 
and attic cholesteatoma is made. A brief outline of the 
defects necessitating prosthesis for ossicular continuity is 
presented. Experience with the #90 polyethylene tubing, 
vein graft, and conjunctival graft as well as the use of 
the .005 steel wire of Schuchnecht is related. Relative 
advantages and disadvantages of the two are cited. 
Presentation of cases and results is made. The majority of 
failures as seen by the author in some 260 over-all tym- 
panoplasty procedures are due to tubal pathology. This 
continues to pose a problem and a procedure for com- 
bating this problem is demonstrated. 


Discussion to be opened by H. A. Tep Battey, JR., 
Little Rock, Ark. 


Intermission—Visit Exhibits 


Tonography in Office Practice. 

JosepH Derivaux, Birmingham, Ala. 
Tonography will be demonstrated to be a valuable office 
adjunct in the diagnosis and management of patients 
with glaucoma. The criteria for diagnosis, evaluation of 
control, and proper management of selective cases will 
be presented. The importance of scleral rigidity and the 
role of aplanation tonometry will also be discussed. 


Discussion to be opened by Lynne S. GAMBLE, 
Greenville, Miss. 


Rhinoplasty and the Otoiaryngologist. 
Jack R. ANDERSON, New Orleans, La. 


The otolaryngologist is eminently suited by training and 
experience to do rhinoplastic surgery both for cosmesis 
and to repair the results of previous trauma. This pres- 
entation shall consist of a discussion of a technic which 
has proven itself by giving a high general average of 
good cosmetic and functional results with low morbidity. 
Proper management of the nasal septum is the key to 
success in nine out of every ten rhinoplasties; therefore, 
heavy emphasis will be placed on septal surgery concur- 
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rent 


with rhinoplasty. 
slides and a movie will be shown to illustrate the dis- 
cussion. 


A profusion of diagrammatic 


Discussion to be opened by Wm. K. Wricut, 
Houston, Tex. 


Use of Alpha Chymotrypsin in Cataract Surgery. 
Ben H. JENKINS, Newnan, Ga. 


The use of alpha chymotrypsin in cataract surgery is now 
a proven fact and its efficacious use in patients in all 
ages have given the surgeon a valuable adjunct to his 
technic in cataract surgery. The technic for administra- 
tion is described and a large series of cases are related. 
This paper will be preceded by a color motion picture, 
showing the experimental works in rabbits and then the 
actual surgery in humans. 


Discussion to be opened by Morcan B. Rairorp, 
Atlanta, Ga. 


The Larynx in Health and in Disease: A Photo- 
graphic Study. (Film presentation—no paper) 

J. C. PEELE, Kinston, N. C. 
The movie consists of the larynxes of the quail, rabbit, 
and dog, which were dissected out, mounted in the fresh 
state, and photographed to compare with the normal 
human larynx and to give some idea of the comparative 
anatomy. The film also includes a case each of cellulitis 
of the epiglottis, tuberculosis of the larynx, hematoma of 
the epiglottis, carcinoma of the epiglottis, paralysis of 
the vocal cord, leukoplakia, papilloma, and inflammatory 
polyp. The latter two are photographed showing marked 
obstruction to the introitus of the larynx. 


Discussion to be opened by JOHN AUSBAND, 
Winston-Salem, N. C. 


Wednesday, November 18, 9:00 a.m. 


Municipal Auditorium 


The Submucous Resection: Special Reference to 
Anesthesia. 


WEsLey C. THomas, Brunswick, Ga. 


From the standpoint of relieving the patients’ symptoms, 
the submucous resection operation is often very impor- 
tant. These symptoms include headache, vertigo, nervous- 
ness, difficult nasal breathing, and chronic sore throat. 
The unpleasant reactions to the universally used local 
anesthetics, and the operative work are, I believe, re- 
sponsible for many rhinologists being reluctant in advis- 
ing the operation. The local anesthetic has been consid- 
ered necessary because of control of hemorrhage. I wish 
to report on my use of combination of local and intra- 
venous anesthetic with freedom from annoying reactions, 
and a minimum of hemorrhage. 


Discussion ot be opened by Bert H. E.tis, Bruns- 
wick, Ga. 


Acute Glaucoma Following Extraocular Surgery 
Despite Definitive Ocular Preventative Meas- 
ures. 


S. B. Forses, Tampa, Fla. 


In a case of chronic wide angle glaucoma with some 
eventual angle blockage there developed an acute episode 
of glaucoma following pelvic surgery despite active local 
preventative measures, and tension recordings both car- 
ried on into the stage of surgical anesthesia. 


Tympanoplasty for Chronic Otitis Media With- 
out Creating a Mastoid Cavity. 


Jack W. Pou, Shreveport, La. 


This paper considers a new approach to chronic ears 
with purulent drainage and conductive deafness, without 
creating a mastoid bowl. There is no question that any 
mastoid operation which eradicates disease and obtains 
serviceable hearing without leaving a mastoid cavity is 
the procedure of choice. This paper describes and illus- 
trates the technic used in twelve cases. The results from 
these cases indicates that the great majority of all chronic 
ear disease can be approached by this technic and pri- 
mary skin grafting done at the time of the mastoid 
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surgery. In most instances a closure with dry ear and 
hearing improvement can be obtained. 


Discussion to be opened by Harotp G. Tass, 
New Orleans, La.; LEsteER Brown, Atlanta, Ga. 


Surgery of the Inferior Oblique Muscle. 
Gerorce G. ELLis, New Orleans, La. 


Intermission—Visit Exhibits 


Cancer of the Mouth and Throat. 

RicuHarp T. Farrior, Tampa, Fla. 
The management of minor and extensive malignant 
lesions of the mouth and throat is presented, including 
the simple and more complicated types of reconstruc- 
tion. Surgery directed at cure, including the combined 
en bloc neck resection, is often indicated and the result- 
ing defect may require some type of primary reconstruc- 
tion. In carcinoma of the throat and larynx, familiarity 
with the methods of reconstruction available and direct- 
ing one’s attention towards the conservation of tissue. 
function can often be preserved. The use of some type 
of laryngoplasty in selected cases is urged. 


Discussion to be opened by Epwin W. Cockg, JR.. 
Memphis, Tenn. 


Entopic Phenomena and the Aging Eye. 
ALBERT E. MEISENBACH, JR., Dallas, Tex., and 
ALBERT E. MEISENBACH, SR., St. Louis, Mo. 


Seventy-two Kodachrome slides will be shown illustrating 
actual phenomena as experienced and drawn by one of 
us (A. E. M. Sr.) covering the past fifty years. Condi- 
tions covered are: migraine, scotoma scintillans, develop- 
mental and late cataractous changes and the post aphakic 
visual phenomena. Also the so-called ‘‘white flashes.” 
This is presented to help us more fully appreciate the 
various phenomena experienced by our patients and 
which are inadequately described by them. 


Discussion to be opened by J. Jack Strokes, At- 
lanta, Ga. 


Laryngeal Strictures. 
Truett V. BENNETT, Atlanta, Ga. 


Strictures of the larynx offer a difficult challenge at 
times but the use of skin grafting, hyoid bone grafting, 
and acrylic stents help to solve almost any problem. 
Details of the pathology and diagnosis will be discussed 
as well as the various procedures that may be used in 
treatment. Case reports and slides will be presented. 


Discussion to be opened by FLETCHER Woopwarb, 
Charlottesville, Va. 


The Ophthalmologist and Problems of Contact 
Lenses. 


FREDERICK EMERSON Hasty, Coral Gables, Fla. 


Ophthalmologists are unavoidably confronted with re- 
quests for advice as to wearing and the securing of con- 
tact lenses. The family physician, too, will often encoun- 
ter the same situation; therefore, it would seem advisable 
that such information as is available be put before the 
medical profession. Unfortunately, the demand has de- 
veloped more rapidly than has the acquisition of scien- 
tific knowledge. When patients are wisely selected and 
properly fitted surprising results can be obtained. 


Discussion to be opened by KENNETH E. WHITMER, 
Miami, Fla. 


SECTION ON ORTHOPEDIC AND TRAUMATIC 


SURGERY 
Officers 


A. H. WEILAND, Coral Gables, Fla. 


Vice-Chairman. .Danirt C. Riorpan, New Orleans, La. 
Secretary. H. ROBERT BRASHEAR, JR., Chapel Hill, N. C. 
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Hosts from the Fulton County Medical Society: 
W. P. WARNER, JR., Chairman 
WILLIAM BONDURANT 
Tuomas P. GoopwyNn 
H. WALKER JERNIGAN 
JoserpH KITE 
RANDOLPH SMITH 


Presentations limited to fifteen minutes, includin 
time required for lantern slides and/or motion pic- 
tures; the Chairman and out-of-territory essayist to 
be allowed thirty minutes. Discussion limited to five 
minutes, 


Monday, November 16 


Cocktail Party and Social Gathering Planned 
for Section 


Tuesday, November 17, 9:00 a.m. 
Municipal Auditorium 


1. Evaluation of Intramedullary Fixation of the 

Tibia with the Lottes Nail. 
Lour G. Bayne, Atlanta, Ga. 

The paper presents a study of approximately 41 frac- 
tures of the tibia. Fractures of the middle one-half of 
the tibia are considered practical for the internal fixa- 
tion by the Lottes method. The types of fractures, the 
time required for immobilization, and the time for union 
is discussed. This data is compared with that of other 
studies in the literature. 
Discussion to be opened by Ernst DEung, Fort 
Benning, Ga. 


The Management of Skeletal Fractures in the 
Patient with Head Injuries. 
James B. WRAY AND CourTLAND H. Davis, 
Winston-Salem, N. C. 
Over fifty patients with both head and skeletal injuries 
have been analyzed in an effort to develop a practical 
guide to their management. The immediate recovery 
period is divided into three phases. The first phase is 
characterized by instability of one or more vital func- 
tions. During this period all definitive orthopedic meas- 
ures must be deferred. In the second phase, or phase of 
relative stability, emergency procedures such as manage- 
ment of compound fractures can be performed. The 
third phase is marked by recovery adequate to permit 
definitive treatment of the skeletal injury. 


Discussion to be opened by JosepH L. Kurtz, 
Atlanta, Ga. 


Giant Cell Tumor of Bone. 

Joun S. Forrest AND J. LEONARD GOLDNER, 

Durham, N. C. 

This presentation will cover certain aspects of giant cell 
tumor that are controversial and unsolved. The problems 
of differential diagnosis and treatment will be empha- 
sized. Representative lesions will be illustrated, and sur- 
gical, as well as Roentgen therapy will be discussed. 
Large lesions of the pelvis are particularly difficult to 
treat, as is indicated by a review of the literature. Two 
case histories with unusual giant cell tumor of the pelvis 
will be presented. 
Discussion to be opened by F. James Funk, At 
lanta, Ga. 


Chairman's Address: Lest We Forget. 
ARTHUR H. WEILAND, Coral Gables, Fla. 


Intermission—Visit Exhibits 


Dual Bone Graft for Congenital Pseudarthrosis 
of the Tibia, Variation in Technic. 
Grorce D. Purvis AND E. J. Houper, Jackson, Miss. 


Some changes in original technic for dual bone graft of 
congenital pseudarthrosis of the tibia have been used 
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successfully in six cases and appear worthy of reporting. 
A primary stabilization of the fibula and excision of the 
pseudarthrosis is followed by a secondary procedure of 
dual grafting of the tibia using autogenous bone from 
the opposite tibia. 

Discussion to be opened by JosepH Hiram Kite, 
Atlanta, Ga. 


Surgical Treatment of the Intermediate Club 
Foot, (Ages 4-8). 

M. Roserts, Gastonia, N. C., and 

R. W. Gaui, Charlotte, N. C. 

This is a review of twelve patients in the four to eight 
year age group which required surgical treatment for 
club foot at the North Carolina Orthopedic Hospital. 
Over-aM results were satisfactory. The technic of club 
foot plasty operation is reviewed. 
Discussion to be opened by Frank H. Stevcine III, 
Greenville, S. C. 


A Simplified Method of Determining the De- 
gree of Tibial Torsion. 


S. Hatt, Sarasota, Fla. 


A simplified technic for the determination of the degree 
of tibial torsion by comparing mid-talar and mid-tibial 
lines radiographically is presented. The author’s standard 
views of the foot are utilized. No special jigs or any 
other complicated positioning apparatus are necessary. 
The method has been found to be quick, easy, and reli- 
able. 


Discussion to be opened by James McC ure, 
Memphis, Tenn. 


Wednesday, November 18, 2:00 p.m. 
Municipal Auditorium 


A New Treatment of Radio-Uinar Synostosis. 
EUGENE L. JEWETT AND Louts P. BrRapy, 
Orlando, Fila. 


Post-traumatic synostosis between the head of the radius 
and the ulna may require excision of the radial head. 
The use of fascia covering the osteotomized radius has 
not always given the desired results. The authors present 
a method by which the radius is kept away from the 
ulna through the use of a screw placed through the ulna 
into the radius. A long arm plaster cast is used to pre- 
—_ pronation and supination for from three to six 
weeks. 


Discussion to be opened by CALVIN SANDISON, 
Atlanta, Ga. 


Indications and Technics for Early Stabilization 
of the Neck in Some Fracture-Dislocations of 
the Cervical Spine. 


Rosert A. Rosinson, Baltimore, Md. 


Opinions differ as to the indications for laminoctomy, 

layed fusion, and non-operative treatment in fracture- 
dislocations of the cervical spine. The various points of 
view will be discussed. Methods of stabilizing the neck 
at the same time one decompresses the injured spinal 
cord will also be presented. 


Discussion to be opened by Froyp E. BLIvEN, 
Augusta, Ga. 


A Clinicostatistical Report on 589 Cases of 
Spondylolisthesis and Spondylolysis. 
Evias Marco, Oklahoma City, Olka. 


A clinicostatistical report on 589 cases of spondylolis- 

is and spondylolysis as seen in the McBride Clinic 
and Bone and Joint Hospital over a period of fourteen 
years (1945 through 1958) is submitted. This will in- 
clude a review of 153 surgical cases and 436 non-surgical 
cases. A classification of the type of case, whether pri- 
vate, liability, or industrial, as well as male and female 
is presented. 
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11. Technical Faults and Operative Therapy for 
Fractures of the Hip, “Preventive Measures.” 


Bapctey, Ann Arbor, Mich., Guest Speaker 


Intermission—Visit Exhibits 


12. Therapy of Clinical Fat Embolism with Heparin. 


J. C. A. Coss, C. B. LeQuire 
AND V. S. LeQuire, Nashville, Tenn. 


The diagnosis of fat embolism is best made by recogni- 
tion of the clinical syndrome. In twenty patients, recog- 
nition of fat embolism and the differential treatment 
with respect to intracranial hematoma and other compli- 
cations of trauma are discussed. Evidence indicating a 
favorable effect of heparin in patients with central ner- 
vous system symptoms will be presented. Follow-up ob- 
servations include electroencephalographic studies and 
psychological testing. 


Discussion to be opened by Ropert KeEtty, 
Emory University, Ga. 


Polymer Osteosynthesis. 
G. GERNON Brown, JR., WILLIAM V. TREKELL AND 
IRvinG REDLER, New Orleans La. 


Osteosynthesis has been attempted in 41 cases using 
“Ostamer,’’ a polyurethane polymer. The operative pro- 
cedures were fixation of fresh fractures and nonunions, 
osteotomy for malunion and arthrodesis of joints. Suc- 
cessful immediate fixation was obtained in every in- 
stance, but with the passage of time, failures were dis- 
covered in eleven cases. Six were reoperated. Apparent 
causes of failure were determined and biopsy material 
was removed for microscopic study. Secondary polymer 
repair was performed in four cases. Detailed results of 
this study will be presented. 


14. Arthroplasties Using Compressed Ivalon Sponge. 


Mitton C. Cosy AND ALAN R. CRAIN, 
Washington, D. C. 
The Ivalon Sponge as an interposing membrane in a 
joint has been used in exp--imental animals and in 42 
human joints. The sponge can be compressed to desired 
thickness and autoclaved between sheets of metal. The 
rubbery compressed sponge is rapidly fixed into place by 
fibrous tissue from the joint edges and does not have to 
be sutured into place. Other advantages and principles 
of the sponge will be described. 


Discussion to be opened by H. WALKER JERNIGAN, 
Atlanta, Ga. 


Thursday, November 19, 9:00 a.m. 
Municipal Auditorium 


Fractures of the Forearm in Adults. 
W. J. Jinkins, Jr., Galveston, Tex. 


Fractures of either or both bones of the forearm in 
adults have been treated by means of open reduction 
and internal fixation. When both bones have been in- 
volved fixation has been either with two slotted plates or 
with a slotted plate on the ulna and an intramedullary 
rod in the radius. Fifty cases have been reviewed for the 
purpose of evaluating the two methods of fixation and 
determining their relative merits. 


Discussion to be opened by Tuomas P. Goopwyn, 
Atlanta, Ga. 


16. Treatment of Volkmann’s Ischemic Contracture 


by Tendon Lengthening. 

Jacos KuLowsk1, Saint Joseph, Mich. 
The basis of this paper rests with three cases of full- 
blown Volkmann’s contracture which were successfully 
treated by tendon lengthening of all the involved flexor 
group of tendons of the wrist and forearm. The first 
case was thus treated twenty years ago, the second ten 
years ago, and the last one, about three years ago. 


Discussion to be opened by Don L. Eyter, Nash- 
ville, Tenn. 
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Evaluation of the Colles Fracture. 

WALACE E. MILLER, Miami, Fla. 
Most physicians who do fracture work are somewhat dis- 
satisfied with the results of their treatment of Colles 
Fracture. The paper is an evaluation of the factors im- 
portant in the care of this injury. 
Discussion to be opened by Ricnarp E. KING, 
Atlanta, Ga. 


Tendon Transplants in the Wrist. 

WILtiAM MInor DeyYERLE, Richmond, Va. 
The report involves eighteen cases of tendon transplants, 
ten for radial nerve palsy and the others for various 
types of paralysis. Emphasis will be placed upon the 
proper selection of cases, surgical technic and postopera- 
tive care. A multiple small incision technic in radial 
nerve palsy has been preferred to large extensive ex- 
posures. 
Discussion to be opened by Darius FLINCHUM, 
Atlanta, Ga. 


Intermission—Visit Exhibits 


The Athlete and His Knees. 
Jack Hucuston, Columbus, Ga. 


A review of 100 surgical cases of knee injuries in ath- 
letes is presented with a stress on early diagnosis, con- 
servative treatment, adequate exposure at surgery, and 
the treatment of the whole knee, not just the meniscus. 
Discussion to be opened by E. B. Dunvap, At- 
lanta, Ga. 


Leg Length Discrepancy. 

Warren G. STAMP AND W. EpWaArRD LANSCHE, 

St. Louis, Mo. 

One hundred and thirty-eight patients who had surgical 
correction of leg discrepancies at the St. Louis Unit of 
the Shriners Hospital for Crippled Children, from 1938 
to 1958, are evaluated. This group includes 113 tem- 
porary epiphyseal staplings, 107 permanent epiphyseal 
arrests, 13 leg lengthenings, and 19 leg shortenings. The 
complications subsequent to the equalization procedures, 
methods of choice, and the end results will be dis- 
cussed. 
Discussion to be opened by W. P. WARNER, JR., 
Atlanta, Ga. 


Management of the Neuropathic Knee (Movie). 

LEE J. Corprey, Tampa, Fla. 
The sound movie discusses the history. pathology, and 
the clinical findings in neuropathic joints. An operative 


sequence demonstrated modification of the Charnley 
arthrodesis. 


Discussion to be opened by Woop W. Lovett, 
Atlanta, Ga. 


Business Session. 


SECTION ON PATHOLOGY 
Officers 


Chairman. ..Oscar B. Hunter, JR., Washington, D. C. 
Vice-Chairman........ Joun T. Gopwin, Atlanta, Ga. 
WarREN B. MATTHEWS, Marietta, Ga. 


Hosts from the Fulton County Medical Society: 


G. LrEsTER Forprs, JRr., Chairman 
DARRELL AYER 

HEINZ BAUER 

Everett L. BisHop 

Tom D. RAAEN 

RosInA B. VINCENZI 


Presentations limited to twenty minutes, including 
time required for lantern slides and/or motion pic- 
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tures; the Chairman and out-of-territory essayist to 
be allowed thirty minutes. Discussion limited to five 
minutes. 


A Workshop on Professional Problems of the 
Pathologist will be held in Atlanta, Ga. on 
November 14 and 15, 1959, at the Biltmore 
Hotel. This Workshop is sponsored by the 
Southeast Regional Committee of the College 
of American Pathologists and is primarily for 
Residents in Pathology. 


Monday, November 16, 9:00 a.m.-12:00 Noon 
General Session—Surgery 
(See page 11) 


Monday, November 16, 2:00 p.m. 
Municipal Auditorium 


Business Session. 
1. Study of the Fine Structure of the Liver in 


Lipid Metabolism and Pathologic Lipid Deposits. 
C. T. AsHwoRTH AND V. A. STEMBRIDGE, 
Dallas, Tex. 
The role of the liver in the removal of lipids from the 
blood was studied in rats, employing electron microscopy 
and histochemical methods. The participation of the 
liver cells in lipid metabolism under normal conditions 
after fat absorption, after diet containing a marked ex- 
cess of fat; and after procedures interfering with hepatic 
cell function and structure, was evaluated. The results 
and interpretations of these studies will be presented. 
Discussion to be opened by WALTER H. SHELDON, 
Atlanta, Ga. 


The Role of the Alveolar Lining Cel: in Reac- 
tion to Lung Injury. 
Rosert J. Peace, Atlanta, Ga. 


. Chairman’s Address: (To be announced.) 


OscaR BeNwoop HUunrTER, JR., Washington, D. C. 


Intermission—Visit Exhibits 


4. Pathologic Conditions Held in Common by Man 


and the Domestic Animals. 
James R. Rooney II, Frederick, Md. 


A series of slides will be shown depicting various patho- 
logical conditions held in common by man and the 
domestic animals. Spontaneous lesions in the vascular 
and central nervous systems as well as various neoplasms, 
degenerations, mycotic and protozoal lesions will be pre- 
sented and discussed. The basic uniformity of the patho- 
logic response in mammalia will be emphasized in rela- 
tion to observed species variations both between man 
and animals and among animals. 


Discussion to be opened by DARRELL AYER, At- 
lanta, Ga. 


Subarachnoid Neoplasia: Incidence and the 
Problem of Diagnosis. 

Joun A. WAGNER, JOHN K. FRost AND 

Howarp WIsoTzKEY, Baltimore, Md. 


While studies of secondary neoplasia of the subarachnoid 
space have received some attention, the incidence and 
spread of certain gliomas from the brain to the sub- 
arachnoid space has been incompletely studied. It is rec- 
ognized that exfoliation of cells from tumors such 2s 
medullobiastoma, ependymoma and metastatic carcinoma 
occur. But little is known concerning the nature of ex- 
foliated cells from such tumors as glioblastoma, astrocy- 
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toma and oligodendroglioma. The study presents certain 
morphologic features of neoplastic cells when in the sub- 
arachnoid space and indicates certain fundamental re- 
quirements for their study in centrifuged cerebrospinal 
fluid specimens. 


Discussion to be opened by Joun T. Gopwin, 
Atlanta, Ga. 
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Treatment of Poisoning in Children by Ex- 
change Transfusion. 
JoserpH YAmpotsky, Atlanta, Ga. 


Approximately one-third of deaths due to poisoning in 
children are caused by ingestion of drugs. Approximately 
one-third of these are due to ingestion of aspirin and 


other salicylate derivatives. Heroic measures must some- 
times be taken to save the lives of these patients. Ex- 
change transfusion is a worthy method, and a case is 
presented of oil of wintergreen poisoning treated suc- 
cessfully by this method. A review of the literature is 
presented. 


6. The Cobalt” Bi Test in the Diagnosis of Per- 
nicious Anemia. 


C. Barrie Cook, Washington, D. C. 


The Cobalt By or Schilling test has been found to be a 
useful procedure in the diagnosis of pernicious anemia. 
The results of our studies in 59 patients on whom 87 
tests have been performed also = ad ane. The 
ritfalls associated with the tests wi pointed out as 
well as other possible useful applications. 3. Chairman’s Address and Guest Speaker: The 


‘ Handling of the Congenital Heart Patient b 
<tai . (Place ae 
1. 7. un! and Social Hour. (P the Practitioner and the Surgeon. 
e Dinner. (Place to be announced) McLemore Birpsonc, Charlottesville, Va., Chair- 
7:30 p.m. . man 
Francis DAMMAN, Charlottesville, Va., Guest 
Speaker 
This session will be a joint question and answer ar- 
rangement between the “practicing physician,” pediatri- 
cian, (Chairman Pediatric Section), and the cardiologist, 
(Guest Speaker). Attempts will be made to discuss the 
findings in the young child that necessitate early consul- 
tation with the cardiologist and to point out which pa- 
tients can be safely followed by the family physician or 
pediatrician. The symptoms, physical findings and neces- 
sary laboratory examinations of the various congenital 
heart patients will be discussed. Postconsultation and 


postsurgical follow-up problems will be handled by the 
question and answer technic. 


Intermission—Visit Exhibits 


Tuesday, November 17, 9:00 a.m. 


Municipal Auditorium 


7. Panel Discussion: Automation in the Laboratory. 
Moderator: (To be announced.) 
Panel Members: 
Grorce Z. Bethesda, Md. 
Rosert W. Coon, Burlington, Vt., Guest 
Speaker 
Joun D. ALLEN, Jr., Louisville, Ky. 


Intermission—Visit Exhibits 4. Discussion. 


8. Panel Discussion: Quality Control in the Labo- Monday, November 16, 2:00 p.m. 
Municipal Auditorium 
Moderator: WALTER L. SHEPEARD, Augusta, Ga. 

Panel Members: 5 


Z. WILLIAMS, Bethesda, Md. 

Rosert W. Coon, Burlington, Vt., Guest 
Speaker 

G. Lester Forses, JR., Atlanta, Ga. 

C. Barrie Cook, Washington, D. C. 


Immunity in Early Infancy. 


RICHARD T. Situ, Gainesville, Fla. 


Although immunization of infants is an accepted part of 
everyday medical practice, little is known of the qualita- 
tive aspects of immunity in this period of life. Recent 
studies of neonatal antibody formation will be described, 
and the ways in which it differs from other periods of 
life will be outlined. The implications with respect to 
immunization practice will be discussed. 


SECTION ON PEDIATRICS 6. 
Officers 


Chairman... McLEMORE Birpsonc, Charlottesville, Va. 
Vice-Chairman. .Vicror C, VAUGHAN III, Augusta, Ga. 
Secretary...... THEODORE C. PANos, Little Rock, Ark. 


Differential Diagnosis of Doubtful Sex. 
J. SmitH, Jackson, Miss. 


Optimal psychosexual development in individuals born 
with ambiguous genitalia is assured only if the diagnosis 
and unequivocal assignment of sex are made in early in- 
fancy. The recently acquired knowledge of sex differenti- 
ation, and the factors which influence it, correlated with 
the newer diagnostic procedures permits a rational ap- 
proach to classification and management of doubtful sex. 
Representative clinical problems will be presented. 


Hosts from the Fulton County Medical Society: 
J. Harry Lance, Chairman 
Donatp F, CATHCART 
M. Hines ROBERTS 
Cary E. SULLIVAN 
T. I. 7 
Josep YAMPOLSKY 


Presentations limited to twenty minutes, including 
ume required for lantern slides and/or motion pic- 8. 
tures; the Chairman and out-of-territory essayist to 


be allowed thirty minutes. Discussion limited to five 
minutes, 


Intermission—Visit Exhibits 


Phenylketonuria. 
Lucius Wairrs, Oklahoma City, Okla. 


Roentgenologic Findings in Pertussis, with Em- 
phasis on the “Shaggy Heart’ Sign. 


W. T. Kniker, Little Rock, Ark.; 
Howarb J. BARNHARD, Philadelphia, Pa. 


In a four-year period, a distinctive roentgenologic chest 
pattern was noted in thirteen of thirty-two children hos- 
pitalized with pertussis. It consists of dense central 
markings which raggedly fan out so obscuring the heart 
border that we have called this the ‘‘shaggy heart” sign. 
This pattern appears in the paroxysmal stage, is associ- 
ated with more severe clinical disease, and usually per- 
sists into the resolution stage. 


Monday, November 16, 9:00 a.m. 


Municipal Auditorium 


1. Hyperelectrolytemia. 
James T. SWEENEY, Memphis, Tenn. 
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Chairman 
Chairman-Elect TorsteEN H. LUuNDsTROM, 


SOUTHERN MEDICAL JOURNAL 


Tuesday, November 17, 9:00 a.m. 
Municipal Auditorium 


(To be announced.) 
(To be announced.) 
Intermission—Visit Exhibits 

Panel Discussion: Hematologic Problems of In- 
fancy and Childhood. 
Moderator: Vicror C. VAUGHAN III, Augusta, Ga. 
Panel Members: 

F. STANLEY Porter, Little Rock, Ark. 


DonaLp FERNBACH, Houston, Tex. 
WILLIAM THURMAN, New Orleans, La. 


Question Period. 


Business Session. 


Tuesday, November 17, 2:00 p.m. 


Municipal Auditorium 
TELEVISION PROGRAM: 
OFFICE PROBLEMS IN PEDIATRICS 


RICHARD W. BLUMBERG AND StarFF, Atlanta, Ga. 


SECTION ON PHYSICAL MEDICINE AND 
REHABILITATION 


Officers 


HERBERT W. Park, Richmond, Va. 


Mountain Home, Tenn. 


Secretary SOLOMON WINoKUR, New Orleans, La. 


Hosts from the Fulton County Medical Society: 
ARTHUR M. Pruce, Chairman 

R. L. BENNETT 

WILLIAM E. STEINER 


Tuesday, November 17, 2:00 p.m. 


Municipal Auditorium 


1. Chairman’s Address: The Physiatrist as a Phy- 
sician and as an Administrator. (30 min.) 
HERBERT W. Park, Richmond, Va. 


An Evaluation of Physical Medicine Treatment 
of Hemiplegic Patients. (15 min.) 
CLauDE W. GarreETT, JR., New Orleans, La. 


An analysis of cerebrovascular accident patients with 
hemiplegia who were admitted and treated in a 500 bed 
Veterans Administration General Medicine and Surgical 
Hospital. Age, diagnosis, methods of treatment, and 
functional return are analyzed and discussed. 


Discussion to be opened by SOLOMON WINOKUR, 
New Orleans, La. (5 min.) 


Intermission—Visit Exhibits 


Symptom Exaggeration, Malingering, and Con- 
version Reaction. (30 min.) 
ARTHUR M. Pruce, Atlanta, Ga. 


When adequate diagnosis and effective treatment fail to 
return an injured patient to work, the possibility of a 
disorganized emotional state may mask itself in the form 


OCTOBER 1959 


of symptom exaggeration, malingering, or conversion re. 
action. In this situation continued physical treatment of 
presenting symptoms is like adding water to an already 
saturated sponge. Such patients are discussed from 
viewpoints of a physiatrist, and industrial physician, and 
a psychiatrist. 

Discussion to be opened by JoserH M. Boswortu, 
Atlanta, Ga. (10 min.) 


A Newer Concept in the Treatment of Pe. 
ripheral Nerve Injuries and Paralysis. (15 min.) 
F. F. Schwartz, Birmingham, Ala. 


A review of the common etiological factors and preven. 
tive methods are given. The prevention of atrophy and 
deformities is str through judicial use of physical 
therapy methods and postural alignments. The employ. 
ment of the exponent current together with ultrasonic 
energy and appropriate splinting and exercises are the 
main factors in the treatment of peripheral nerve com. 
plications. 


Discussion to be opened by Torsten H. Lunp. 
strom, Mountain Home, Tenn. (5 min.) 


Wednesday, November 18, 2:00 p.m. 
Municipal Auditorium 


Medical Rehabilitation of Rheumatoid Arthritis, 
(30 min.) 


WituiaM D. Paut, Iowa City, Iowa, Guest Speaker 


The most effective method of treating the arthritic pa- 
tient starts with the physician’s giving him a thorough 
explanation of the natural history of the disease. This 
entails psychotherapy to dispel the fear of severe crip- 
pling and adequate attention to achieve reassurance. The 
aim of all treatment is to maintain mobility and func. 
tion, so as to enable the patient to remain self-sufficient. 
Pain is the most common and most distressing symptom 
of the disease. The drug of choice is acetylsalicylic acid. 
When necessary, corticords can be a valuable supple- 
ment, but they must be used with caution. If not used 
properly, there is a possibility of substituting a severe- 
to-fatal disease (hypercortisonism) for a chronic, self- 
limited, non-fatal disease (arthritis). In conjunction with 
mobility, periods of rest must be prescribed, various 
types of heat will help maintain function, and reduce 
pain. Exercises that can be carried out at home or place 
of employment will prevent marked deformity, marked 
ankylosis and some of the muscle atrophy and will help 
strengthen the muscles. 


Discussion to be opened by Epwarp M. Krusty, 
Dallas, Tex. (5 min.) 


The Rationale of the Physiatric Management 
of Arthritis: Rheumatoid, Osteo, and Marie- 
Strumpell. (15 min.) 


Harry T. ZANKEL, Durham, N. C. 


It is the tendency of many of us when we deal with a 
patient suffering from arthritis to prescribe heat, massage 
and exercise or other modality as a routine, forgetting 
that there are many types of arthritis and many stages 
of each type. It is the object of this paper to invite the 
attention of the physician to the importance of writing a 
prescription suitable for the particular stage and type of 
arthritis of which the patient is suffering. 


Discussion to be opened by Oscar O. SELKE, 
Houston, Tex. (5 min.) 


Intermission—Visit Exhibits 


Treatment of Hematomas. (15 min.) 
Nita Kirkpatrick CovaLT, Winter Park, Fila, 
CHARLES C. CARLETON, and W. ANSELL DERRICK, 
Orlando, Fila. 
The physiological effects of constant currents (“gal- 
vanism”) can be applied effectively in a variety of condi- 
tions. Since the positive pole scarifies, while the negative 
softens tissue, the use of the proper active el at 
the correct time required will either assist in the pre 
vention of a hematoma, or hasten its dissolution. 
Discussion to be opened by ArtTHuR M. PRvct, 
Atlanta, Ga. (5 min.) 
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8. Case Presentation of Unusual Electromyogra- 
phies. (15 min.) 


WILLIAM RyAN, Houston, Tex. 


A series of patients with significant and interesting elec- 
tromyographic findings at diagnostic level will be pre- 
sented. These patients have been followed on the PM&R 
Service and other services over a period of several 
months with repeated electromyographic examinations. 
The presentations will include follow-up electromyogra- 
phic findings over repeated hospitalizations; isolated 
traumatic involvement of the musculocutaneous nerve: 
electromyographic artefacts that can be misinterpreted as 
degenerative potentials; and other unusual and bizarre 
tracings. 

Discussion to be opened by Harriet E. GILvette, 
Gainesville, Fla. (5 min.) 


Business Session. 


SECTION ON PROCTOLOGY 


Officers 
Chairman.......... Francis J. Burns, St. Louis, Mo. 
Vice-Chairman...... Frep B. Honces, Jr., Atlanta, Ga. 
Secretary...... Patrick H. HANLEY, New Orleans, La. 


Hosts from the Fulton County Medical Society: 
EpcaR BoLinc, Chairman 
W. B. DUVALL 
Henry M. FIncn 
FreD B. Hopces, JR. 
Jack M. LEVIN 
Epwin P. LOCHRIDGE, Jr. 
EARL RASMUSSEN, JR. 
Rosert L. ROBERTSON 
Presentations limited to fifteen minutes, including 


time required for lantern slides and/or motion pic- 
tures. Discussion limited to five minutes. 


Monday, November 16, 9:00 a.m.-12:00 Noon 
General Session—Surgery 
(See page 11) 


Monday, November 16, 2:00 p.m. 


Municipal Auditorium 


1. Symposium and Panel Discussion: Colonic and 
Rectal Problems. 
Moderator: ALTON OCHSNER, New Orleans La. 
Panel Members: 


Hyrum R. REICHMAN, Salt Lake City, Utah 
Francis J. Burns, St. Louis, Mo. 

IsipORE COHN, JR., New Orleass, La. 

James A. Fercuson, Grand Rapids, Mich. 


Diverticulitis. 
Hyrum R. REICHMAN, Salt Lake City, Utah, 
Guest Speaker 

Diverticulitis is an inflammatory complication of divertic- 
ula of the colon found in approximately 12% of people 
near 40. Since its early description, it has been treated 
as a medical disease, until complications demanded sur- 
gical intervention. Surgical intervention usually becomes 
necessary with the complications of: (1) Perforation, (2) 
Obstruction, (3) Hemorrhage. With the marked improve- 
ment of colonic surgery in the past decade, surgery is 
indicated in many cases in which it was formerly de- 
ferred. Surgery is indicated in recurrent manifestations 
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of the diseases which are debilitating and which indicate 
the likely occurrence of severe complications. Elective 
surgery can be successfully carried out as a one stage 
procedure in many instances, thus preventing subsequent 
multiple stage procedures which are usually necessary 
with severe complications of the disease. A plea is made 
for earlier surgery in patients with recurrent manifesta- 
tions of diverticulitis. 


Chairman’s Address: Significance of Bleeding in 
Diverticular Disease of the Colon. 


FRANCIS J. Burns, St. Louis, Mo. 


Diverticulosis and diverticulitis of the colon are rather 

common disturbances. Associated bleeding with these dis- 

turbances may or may not be of serious import, and il- 

eo case reports will be presented to emphasize 
is. 


Choice of Agents for Preparation of the Colon. 
IstipORE COHN, JR., New Orleans, La. 


The results of a bacteriologic study of the effects on the 
fecal flora of 30 different antibacterial agents will be 
presented, and the drugs which are recommended for 
preparation of the colon will be compared with those not 
recommended. A continuing three year clinical study will 
be summarized. Recommendations for choice of agents 
will be made on the basis of this combined bacteriologic 
and clinical study. 


Total Colonoscopy: A Systematic Surgical Ap- 
proach. 


James A. Fercuson, Grand Rapids, Mich. 


Simple colotomy and polypectomy is no longer an ade- 
quate procedure. Visualization of the entire colon mucosa 
is probably more important than removal of known 
polyps. Through experience with fifty patients known to 
have one or more colon polyps, preoperatively, the im- 
portance of the procedure is established and a systematic 
method of approach has evolved. 


Panel Discussion: Questions and Answers. 
Moderator: ALTON OCcHsNER, New Orleans, La. 
Panel Members: 


Hyrum R. REICHMAN, Salt Lake City, Utah 
FRANCIS J. Burns, St. Louis, Mo. 

IsiDORE COHN, JR., New Orleans, La. 
James A. Fercuson, Grand Rapids, Mich. 


Intermission—Visit Exhibits 


Hemorrhoidectomy: Causes and Prevention of 
Unsatisfactory Results. 


WALTER A. FANSLER, Minneapolis, Minn. 


Five hundred consecutive operations were reviewed and 
10.2 per cent had previous rectal surgery which had 
proven so unsatisfactory that the patients were reoper- 
ated upon to correct the condition. An almost equal 
number were dissatisfied but the condition was not 
thought to be sufficiently severe to warrant further oper- 
ative procedure or the patients were afraid to have any 
further surgery even when assured that it would benefit 
them. The purpose of this paper is to evaluate the 
causes of failure to secure satisfactory results and to 
suggest means of their prevention. 


Discussion to be opened by NorMANn D. Niro, 
Detroit, Mich. 


Modern Management of Hemorrhoids. 
G. TuRNER HowarbD, JR. AND THOMAS C. PRINCE, 
Knoxville, Tenn. 


Hemorrhoidectomy has the reputation of being the most 
painful of all surgical procedures. Because of this thou- 
sands of patients seek relief from charlatans and patent 
medicines. The application of sound surgical —— 
combined with the use of a safe, effective and long - 
ing local anesthetic makes such fears groundless and the 
convalescence relatively painless and short, allowing a 
large percentage of such patients to require no narcotics 
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following surgery. Over 200 consecutive cases are re- 
ported. 
Discussion to be opened by GkroRGE SEsSIONS, 
New Orleans, La. 
6:30 p.m. Dinner for Section on Proctology 
Cherokee Country Club. Obtain ticket 
during preceding session. 


Tuesday, November 17, 8:00 a.m. 


8:00-10:30 a.m. Operative clinics by the Section 
members in Atlanta at Georgia Bap- 
tist Hospital. 


10:30-12:00 Noon Joint Meeting with the Southeastern 
Proctologic Society. 
Round Table Discussion in the Au- 
ditorium of the Georgia Baptist 
Hospital. 


Officers of Southeastern Proctologic Society: 
Chawman: Eart RASMUSSEN, JR., Atlanta, Ga. 
Secretary...... Patrick H. HANLEY, New Orleans, La. 


Tuesday, November 17, 2:00 p.m. 


Municipal Auditorium 
9. Anusitis. 
Gienn G. Perry, High Point, N. C. 


Pruritus ani is not a diagnosis and should never be used 
as such. In this paper the author calls anal inflammation 
“anusitis” and if the condition is spread to the perianal 
region it is called perianal dermatitis. Only the idio- 
pathic type is discussed showing its cause and treatment. 


Discussion to be opened by CLraupE G. MENTZER, 
Miami, Fla. 


10. Volvulus of the Sigmoid Colon. 


H. Wuitney Boccs, JR., AND HALL H. RATCLIFFE, 
Jr., Shreveport, La. 


Volvulus of the sigmoid colon occurred 21 times among 
13 patients at the Confederate Memorial Medical Center, 
Shreveport, Louisiana, between January 1, 1951, and 
December 30, 1958. The clinical manifestations produced 
and methods of treatment, both surgical and non- 
surgical, are reviewed. The authors emphasize the recur- 
rent nature and the high mortality associated with this 
disease. Surgery is indicated in all cases to produce a 
definitive cure. 


Discussion to be opened by Rosert Rowe, Dal- 
las, Tex. 


11. The Camera in Proctology. 


Banov, Jr., Charleston, S. C. 


This report brings into focus some of the difficulties of 
communication in proctology and also spotlights a way 
to promote progress in proctology. Since words are in- 
adequate to describe an anorectal lesion, photographs 
improve the clarity and accuracy of the transmission of 
ideas. Benefits experienced with the camera in procto- 
logic practice are described. Medico-legal considerations 
are discussed. 

Discussion to be opened by Patrick H. HANLEY, 
New Orleans, La. 


Intermission—Visit Exhibits 


Business Session. 


SECTION ON PUBLIC HEALTH 
Officers 


W.. SCHOTTSTAEDT, 

Oklahoma City, Okla. 
Vice-Chairman _Rosert L. Simmons, New Orleans, La. 
T. Oscar Vinson, Decatur, Ga. 


Chairman 
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Hosts from the Fulton County Medical Society: 


T. Oscar Vinson, Chairman 
W. H. AuFRANC 

James F. HACKNEY 

LesteR M. PETRIE 

ERNEST THOMPSON 

Joun H. VENABLE 


Wednesday, November 18, 9:00 a.m. 


Municipal Auditorium 


1. Chairman’s Address: (To be announced.) 
WILLIAM W. ScuottstTaAEpT, Oklahoma City, Okla. 


2. Medicine and Public Health. 

Epwarp G. McGavran, Chapel Hill, N. C,, 
Guest Speaker 
This paper describes briefly the status of the specialty of 
public health, and the difficulties surrounding the use of 
the term preventive medicine as synonymous with public 
health. It presents public health as a community health 
science; as an evolutionary development in health sci- 
ence; as a science that is focused upon the scientific 
diagnosis and treatment of the health needs and status 
of the body politic. It discusses the difficulties that ac- 
ceptance of this concept present to medical practice and 
to public health practice, the education of public health 
personnel and of the general public, and the major 
changes in attitude, activity, interest, and support re- 
quired for this concept to be carried to its logical con- 
clusions. It outlines the advantages of acceptance of this 
concept, particularly in relation to medical practice and 

the medical profession. 


Intermission—Visit Exhibits 


3. Panel on General Medicine and Public Health 


(Each participant to discuss subjects listed below for 
twenty minutes.) 


Moderator: Epwarp G. McGavran, Chapel Hill, 
N. C. 


. Medical Schools’ Responsibility in Community 
Health 
ARTHUR P. RICHARDSON, Atlanta, Ga. 


b. The General Practitioner’s Role in Community 
Health. 
FREEMAN SimMoNns, Decatur, Ga. 


c. Local Hospital’s Role in Community Health. 
Mr. Rosert ZWALD, Atlanta, Ga. 
d. The Local Health Department’s Role in 
Community Health. 
Witsur Lunpguist, Savannah, Ga. 
Summary: Epwarp G. McGavran, Chapel Hill, 
N. C. 


Wednesday, November 18, 2:00 p.m. 
Municipal Auditorium 


4. Panel on Gastrointestinal Diseases. 


(Each participant to discuss subjects listed below for 
twenty minutes.) 


Moderator: ALEXANDER D. Lanomuir, Atlanta, 
Ga. 
a. Enteric Pathogens. 
P. R. Epwarps, Atlanta, Ga. 
b. Streptococci and Staphylococci Foodborne 
Outbreaks. 
Joun McCroan, Atlanta, Ga. 
c. Hospital Salmonella Outbreak. 
James F. OLLEY AND H. B. STILLERMAN, 
Atlanta, Ga. 
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d. Rural Salmonella Outbreak. 
James P. FLEMING, JR., Herne, Tex. 
e. Treatment of Salmonellosis, Shigellosis, 
Staphylococci and Streptococci Infections. 
Avery L. Corton, Decatur, Ga. 
Summary: ALEXANDER D, LanGmuir, Atlanta, Ga. 


Business Session. 


SECTION ON RADIOLOGY 


Officers 
Vice-Chairman. .J. Maxty DELL, Jr., Gainesville, Fla. 
Secretary.......: Seymour Ocusner, New Orleans, La. 


Hosts from the Fulton County Medical Society: 
J. Frank WALKER, Chairman 
W. C. COLEs 
RicHaRD A. ELMER 
J. DupLey Kinc 
F. 


Presentations limited to twenty minutes, including 
time required for lantern slides and/or motion pic- 
tures; the Chairman and out-of-territory essayist to 
be allowed thirty minutes. Discussion limited to five 
minutes. 


Monday, November 16, 9:00 a.m.-12:00 Noon 
General Session—Surgery 
(See page 11) 


Monday, November 16, 2:00 p.m. 


Municipal Auditorium 
Joint Meeting with Section on Urology 


1, Radiation Nephritis: A Study in Animals and 
Humans. 


Bryan L. Repp, Jr., Atlanta, Ga. 


Although there have been several reports of animal ex- 
periments dealing with radiation nephritis following 
single massive doses of irradiation and several isolated 
reports concerning kidney damage in human beings fol- 
lowing irradiation therapy to the upper abdomen, it was 
not until the excellent studies of Patterson, Kunkler, 
Farr and Luxton that the true clinical picture of radia- 
tion nephritis evolved. This paper presents a review of 
the literature and a report of an animal study designed 
to determine the effect of radiation to the kidney dur- 
ing clinical radiation therapy. 


2. Primary Neoplasms of the Ureter. 
SEYMOUR FISKE OCHSNER AND WILLIAM B. BRANNAN, 
New Orleans, La. 


Experience at the Ochsner Clinic with fifteen cases of 
primary tumor of the ureter is reviewed. Clinical mani- 
festations include hematuria, pain and abdominal mass. 
Cystoscopic examination may show ureteral bleeding, 
obstruction, or neoplasm at the orifice. Plain roentgeno- 
grams may reveal an enlarged kidney, associated calculus, 
or soft tissue mass. Excretory urograms may indicate uni- 
lateral _non-function, hydronephrosis, hydroureter, ure- 
teral stricture, or filling defect in the ureter. Retrograde 
ureteropyelography is usually necessary for clear visualiza- 
tion and refined diagnosis. Radical nephro-ureterectomy 


is the treatment of choice. Radiation therapy is briefly 
discussed. 


PROGRAM, ATLANTA MEETING 1311 


3. Individualizing the Intravenous Urogram. 
Newton F. McDona.p, Hvuuston, Tex. 
It will be a short paper on delayed film, varying routine 
views, oblique film and one of “double dose” of con- 


trast media in trying to extract the maximum diagnostic 
value from the intravenous urogram. 


Intermission—Visit Exhibits 


4. Panel Discussion: Pyelographic Cases with Ra- 
diographs. 


Moderator: Tep F. Leicn, Atlanta, Ga. 
Panelists from Urology: 


Rocrr W. Barnes, Los Angeles, Calif. 
J. HARTWELL Harrison, Boston, Mass. 


Panelists from Radiology: (To de announced.) 
6:00 p.m. Reception for Section on Radiology spon- 
sored by the Atlanta Radiological Society 
at the home of Dr. and Mrs. Richard A. 
Elmer, 3455 Woodhaven Road, N.W. 
Transportation from Dinkler Plaza Hotel 
at 6:00 p.m. 


Tuesday, November 17, 12:00 Noon 


12:30 p.m. Luncheon Meeting at Cherokee Town and 
Country Club, 81 W. Paces Ferry Road, 
N.W., Atlanta, Ga. Transportation from 
Dinkler Plaza Hotel at 12:00 Noon. 


Tuesday, November 17, 2:00 p.m. 
Municipal Auditorium 


5. Abdominal Tuberculosis Simulating Tumor. 
RosBerT B. QUATTLEBAUM, Atlanta, Ga. 


In the differential diagnosis of abdominal masses, tuber- 
culosis is seldom mentioned in the recent radiological 
literature. Three cases are to be presented that had large 
palpable abdominal masses without evidence of pulmon- 
ary disease. Two of the cases at surgery were thought to 
represent massive mesenteric node involvement by malig- 
nancy. All were proven to be tuberculosis. The case 
presentations will be illustrated by preoperative and 
post-therapy radiographs. 


6. Extraluminal Abnormalities of the Colon. 
Tuomas G. Tuurston, Salisbury, N. C. 


This presentation is a review of the diagnostic problems 
encountered in a rural x-ray practice in North Carolina 
in the past ten years. The abnormalities include various 
diseases of the abdominal organ which displace the colon 
(enlargement of spleen, liver, stomach, and ovary), inva- 
sion of the wall of the colon by metastatic tumor or 
endometriosis, perforation of diverticula with abscess for- 
mation, appendiceal abscess, amoebic disease, and vascu- 
lar compression by inferior mesenteric artery. 


Discussion to be opened by Ropert J. REEVES, 
Durham, N. C.; and Ropert C. PENDERGRASS of 
Americus, Ga. 


7. Chairman’s Address: A Technic for Barium 
Enema Examination. 
Tep F. Leicu, Atlanta, Ga. 


Several technical problems confront the radiologist dur- 
ing a barium enema examination, particularly in those 
patients who find it difficult to retain the administered 
fluid, and in those who are not adequately prepared. 
Certain technics can be used advantageously in these in- 
stances. Among them are the following: The use of a 
second filling of the colon. The taking of comparable 
spot films of the sigmoid in the LPO and in the RAO 
projections. The making of multiple small spot films of 
questionable areas during a second filling. The placing 
of the patient in prone position for aiding the gravita- 
tional flow of barium. The “‘off-again—on-again” technic 
of filling the colon. And others. All of these will be 
discussed in this paper. 


Intermission—Visit Exhibits 
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8. Geographical Incidence of Paget’s Disease of 
ne. 
Rosert S. Lackey, Charlotte, N. C. 


The clinical impression of relatively few cases of Paget's 
Disease of bone in a Southern medical community is sub- 
stantiated by a statistical review of cases. This is con- 
trasted with a higher reported incidence taken from hos- 
pitals in other areas. 


Evaluation of Liver Function with Radioactive 
Cholografin. 

Joun R. McLaren, Atlanta, Ga. 
Earlier work with dogs revealed significant differences in 
the uptake and excretion of radioactive Cholografin be- 
tween normal animals and those with impaired liver 
function. Subsequent work revealed similar differences 
between patients without and those with liver disease. 
Monitoring hepatic uptake provides a simple, sensitive 
and rapid evaluation of liver function. 
Discussion to be opened by Joun T. GALAMBOS, 
Atlanta, Ga. 


10. Use of Attenuators in the Radium Treatment 
of Carcinoma of the Cervix. 
Joun T. MaAttams, Dallas, Tex. 


Business Session. 


SECTION ON SURGERY 


Officers 
Chairman. .....JosEPpH M. DONALD, Birmingham, Ala. 
Vice-Chairman...... Guy W. Horsey, Richmond, Va. 


M. L. MicHEL, New Orleans, La. 


Hosts from the Fulton County Medical Society: 


J. D. Martin, Jr., Chairman 
M. Beprorp Davis, Jr. 
SHELLEY C. DAvis 

Grorce W. FULLER 

J. Haro_p HARRISON 

WALTER R. HOLMES 

J. Harry Rocers 


Presentations limited to fifteen minutes, including 
time required for lantern slides and/or motion pic- 
tures; the Chairman and out-of-territory essayist to 
be allowed one hour. Discussion limited to five 
minutes. 


Monday, November 16, 9:00 a.m.-12:00 Noon 
General Session—Surgery 
(See page 11) 


Monday, November 16, 2:00 p.m. 
Municipal Auditorium 


1. Chairman’s Address: Excision of the Entire 
Colon and Rectum in One Stage for Chronic 
Ulcerative Colitis. 

JosepH M. Birmingham, Ala. 


In recent years, one stage definitive surgical procedures 
for lesions of the colon have largely replaced multiple 
stage operations. A limited experience with total colec- 
tomy and proctectomy in one stage for chronic ulcera- 
tive colitis is presented. It now appears that this is the 
procedure of choice in patients with diffuse ulcerative 
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colitis and that it has certain definite advantages over 
the multiple stage procedures. 


Discussion to be opened by Cnarvrs H. Ricnarp- 
SON, JR., Macon, Ga. 


Intrathoracic Benign and Malignant Tumors 
Simulating Gallbladder Disease. 
J. P. WoopHALL, Macon, Ga, 


Four cases are presented demonstrating problems in 
diagnosis when the intercostal nerves are involved by 
malignant or benign tumors. In one case cholecystectomy 
was actually performed for a carcinoma of the lung in- 
volving the right 8th and 9th intercostal nerves. Differ- 
ences in the pain and pain sequences between intercostal 
pathology and gallbladder pathology are covered. 


Discussion to be opened by Cartes H. Ricwarp- 
SON, JR., Macon, Ga. 


Total Esophagoplasty by Utilizing the Colon. 
Rogpert P. McBurney, Memphis, Tenn. 


By interposing a segment of colon between the stomach 
and cervical esophagus, a most satisfactory esophageal 
substitute can be constructed. The nutritional function 
of the stomach is preserved, and the complication of 
esophagitis has been absent. This method has been used 
to create an esophagus in cases where esophagectomy has 
been done for cancer of the esophagus, in cases of 
esophageal stricture, and after esophagectomy for bleed- 
ing varices. 


Hyperparathyroidism. 
Tuomas W. Mears, Birmingham, Ala. 
Intermission—Visit Exhibits 
Total Adrenalectomy for Breast Carcinomatosis. 


W. H. Parsons AND SAE SOON LEE, Vicksburg, 
Miss.; SruaRT G. BLACKSHEAR, Gainesville, Ga. 


This paper pertains to total adrenalectomy for carcinom- 
atosis subsequent to cancer of the breast. The records of 
1,000 patients with breast carcinoma have been analyzed. 
Details of cases treated by adrenalectomy will be dis- 


Discussion to be opened by Donan S. Danirt, 
Richmond, Va. 


Management of Inflammatory Breast Cancer. 


BENJAMIN F. Byrb, JR. AND SAMUEL E. STEPHENSON, 
Jr., Nashville, Tenn. 


In a review of a series of 1200 patients, in whom the 
diagnosis of breast cancer was made, fifteen were found 
to fall into the category of so-called “inflammatory” 
cancer of the breast. The criteria for this clinical diag- 
nosis are reviewed. The necessity is stressed for rigid 
differentiation between this syndrome and that of ulcer- 
ated neoplasm with secondary skin changes. The patients 
having “inflammatory” cancer have been treated in a 
variety of fashions. The results of treatment by these 
various methods and the discussion of the results ob- 
tained by others are reviewed. 


Discussion to be opened by JuLian K. QuatiLe: 
BAUM, JR., Savannah, Ga. 


Choledochal Cyst: Report of Case Successfully 
Treated by Resection and Roux Type Anasto- 
mosis. 
Monrorp D. Custer, Jr., Winchester, Va. 


Although surgery is generally acknowledged as indicated 
in the management of choledochal cyst, selection of oper- 
ative procedures remains controversial. Advocates of sim- 
ple by-pass warn against resection as hazardous and un- 
necessary. Those favoring resection feel that pathology 
is eliminated which may subsequently produce serious 
complications. A case is reported of successful resection 
in a ten year old boy with restoration of continuity 
the Roux-en-Y manner. Our preference is expr 

this procedure. 


Discussion to be opened by S. JONeS, 
Atlanta, Ga. 
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Tuesday, November 17, 9:00 a.m. 


Municipal Auditorium 


8. Management of Coexisting Aneurysmal and 
Occlusive Aortico-lliac Disease. 


ALTON OCHSNER AND PAUL DECAmpP, 
New Orleans, La. 


The coexistence of aortico-iliac aneurysms and orclusive 
disease is not unusual. Often one of these conditions is 
recognized only at the time of surgical exploration. 
Aortography has selected usefulness, but without proper 
interpretation it can be misleading. Successful surgical 
therapy depends on the recognition of both conditions 
when they exist, as the ideal operative procedure for one 
condition often has to be altered by the presence of the 
other. The problems of management will be discussed. 


Discussion to be opened by Srertinc Epwarbs, 
Birmingham, Ala. 


9. Surgery of Intracardiac Disease, Congenital 
and Acquired: Recent Technical Advances in 
Diagnosis and Treatment. 


OscaR CREECH, JR., KEITH REEMSTMA AND 
Rosert J. SCHRAMEL, New Orleans, La. 


Open heart surgery utilizing the extracorporeal pump 
oxygenator has become widely accepted in the treatment 
of certain types of congenital and acquired heart defects. 
However, there remain certain types of lesions, especially 
aortic and mitral insufficiency and certain complex con- 
genital anomalies, in which the indications for surgery 
are less clearly defined. This presentation reviews some 
of the newer diagnostic measures available in evaluating 
the hemodynamic derangements in such cases. In addi- 
oy — of surgical treatment in selected cases will 
lescribed. 


Discussion to be opened by ALTON OcHsNER, New 
Orleans, La. 


10. Technic and Indications for Selective Visceral 
Arteriography. 


Joun R. Derrick, COLVIN AGNEW AND 
Rosert N. Cooiey, Galveston, Tex. 


For arteriography, we have modified a Lehmann catheter 
so that it may be straight during its insertion via the 
femoral artery and curved for fluoroscopically controlled 
cannulation of the desired vessel. The technic permits 
selective visceral arteriography and prevents intramural 
injections. Used 22 times with only two complications, it 

revealed an arteriovenous fistula, a patent ductus 
arteriosus, and, several times, constriction of the celiac 
axis, the superior mesenteric artery, and the renal 
arteries. 


Discussion to be opened by H. STEPHEN WEENS, 
Atlanta, Ga. 


Intermission—Visit Exhibits 


11. Beaumont the Surgeon. 
Freperick A. Ann Arbor, Mich., 
Guest Speaker 


William Beaumont was born just after the American 
Revolution. He carried out the first notable research in 
Medicine in the now United States. He was called the 
Backwoods Physiologist by Sir William Osler. He was 
more than this. He was a patriot—a soldier, a successful, 
practicing physician and our first great scientist. Little 
has been added to our knowledge of the physiology of 
digestion since his book was published in 1833. He had 
surgical skills, otherwise we would have had no Alexis 
St. Martin, the guinea pig. This presentation will not 
give anyone specific information how better to practice. 
It will emphasize the importance of character, and the 
inquiring mind and, perhaps, recall a way of practice 
based on character with little basic knowledge rather 
than one based on much knowledge. He was the proto- 
type of American Medicine. 
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12. Tetanus Protection. 


A. N. Sam Houston, W. A. Roy, R. A. Faust AND 
Dasney M. Ewin, New Orleans, La. 


This paper deals with the tetanus problem as it exists 
in the South primarily and in the nation generally. The 
needless tragedy of tetanus is pointed out and the meth- 
ods of eradicating this disease are outlined. Reference is 
made to the various campaigns already undertaken in 
several communities, and the same plan is urgently rec- 
ommended for the entire nation. A brief summary is 
presented referable to the ber of ds and im- 
munization shots given for tetanus in the private and 
industrial practice of authors. 


Discussion to be opened by ApotpH A. FLORES, 
Jr., New Orleans, La. 


13. Thermal Burns—Closure of the Wound. 


GarLAND D. PERDUE AND J. D. MARTIN, JR., 
Atlanta, Ga. 


A study of 108 burned patients revealed that over 80% 
of these injuries could traced to preventable acci- 
dents. The mortality rate was 6.5%. All deaths occurred 
in patients with burns of more than 55% in extent. The 
striking feature was the occurrence of numerous compli- 
cations related to infection and debility resulting from 
the open wound. It is believed that this study indicates 
the need for earlier closure of the burn wound. Possible 
means to this end are discussed. 


Discussion to be opened by Joun A. MONCRIEF, 
Atlanta, Ga. 


14. The Elderly Patient: A Challenge in Surgical 
Management. 


WILLIAM RILEY BOSIEN AND MARIAN KREIDER 
BosiEn, Tryon, N. C. 


One hundred and two consecutive major operations in 
96 patients over the age of 70 are reviewed. There were 
no operative and three postoperative deaths. Indications 
for surgery were non-elective in 60 cases. The cases are 
analyzed according to type of surgery (i.e., G.I., vascular, 
thyroid, etc.), incidence of malignancy, sex, and age dis- 
tribution. Preoperative evaluation, preparation, and 
management of anesthesia are presented. There is a dis- 
cussion of the incidence, treatment, and prevention of 
complications. Colored slides illustrate the paper. 


Business L 


SECTION ON UROLOGY 


Officers 
Chairman...... H. Kinc WabE, Jr., Hot Springs, Ark. 
Vice-Chairman. .Max Mayo GREEN, New Orleans, La. 
Secretary...... Witt1aM H. Morse, Memphis, Tenn. 


Hosts from the Fulton County Medical Society: 


Donatp E. Chairman 
REESE C. COLEMAN, JR. 
CHARLES E, EBERHART 

Major F. 

CANDLER Guy 

Henry D. HOLtiman, JR. 
Harotp P. McDONALD 
Dewey T. NABors 


Presentations limited to twenty minutes, including 
time required for lantern slides and/or motion pic- 
tures; the Chairman and out-of-territory essayist to 
be allowed thirty minutes. Discussion limited to five 
minutes. 
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Monday, November 16, 2:00 p.m. 


Municipal Auditorium 


Joint Meeting with Section on Radiology 


Radiation Nephritis: A Study in Animals and 
Humans. 

Bryan L. Repp, Jr., Atlanta, Ga. 
Although there have been several reports of animal ex- 
periments dealing with radiation nephritis following 
single massive doses of irradiation and several isolated 
reports concerning kidney damage in human beings fol- 
lowing irradiation therapy to the upper abdomen, it was 
not until the excellent studies of Patterson, Kunkler, 
Farr and Luxton that the true clinical picture of radia- 
tion nephritis evolved. This paper presents a review of 
the literature and a report of an animal study designed 
to determine the effect of irradiation to the kidney dur- 
ing clinical radiation therapy. 


Primary Neoplasms of the Ureter. 
SEYMOUR FIskE OCHSNER AND WILLIAM B. BRANNAN, 
New Orleans, La. 


Experience at the Ochsner Clinic with fifteen cases of 
primary tumor of the ureter is reviewed. Clinical mani- 
festations include hematuria, pain and abdominal mass. 
Cystoscopic examination may show ureteral bleeding, ob- 
struction or neoplasm at the orifice. Plain roentgeno- 
grams may reveal an enlarged kidney, associated calculus, 
or soft tissue mass. Excretory urograms may indicate uni- 
lateral non-function, hydronephrosis, hydroureter, ureteral 
stricture, or filling defect in the ureter. Retrograde 
ureteropyelography is usually necessary for clear visualiza- 
tion and refined diagnosis. Radical nephro-ureterectomy 
is the treatment of choice. Radiation therapy is briefly 
discussed. 


Individualizing the Intravenous Urogram. 
Newton F. McDona.p, Houston, Tex. 


It will be a short paper on delayed film, varying routine 
views, oblique film and one of ‘‘double dose” of contrast 
media in trying to extract the maximum diagnostic value 
from the intravenous urogram. 


Intermission—Visit Exhibits 


Panel Discussion: Pyelographic Cases with Ra- 
diographs. 

Moderator: Trp F. Leicu, Atlanta, Ga. 
Panelists from Urology: 


Rocer W. Barnes, Los Angeles, Calif. 
J. Hartwe_t Harrison, Boston, Mass. 
Panelists from Radiology: (To be announced.) 


Tuesday, November 17, 2:00 p.m. 


Municipal Auditorium 


Symposium: Modern Concepts of Prostatitis. 
a. Histopathological Criteria in the Diagnosis 
of Chronic Prostatitis. 
James C. BRENNAN, Houston, Tex. 
Toxic Hyperplasia of the Prostate. 
Rocer W. Barnes, Los Angeles, Calif. 
Vesiculoprostatostasis—A Clinical Entity. 
ABEL J. LEADER, Houston, Tex. 
Studies in Prostatitis in the Army. 
EpwArRD GARTMAN, Fort Dix, N. J. 


Intermission—Visit Exhibits 


Experiences in the Transplantation of the Human 
Kidney. 

J. Hartwett Harrison, Boston, Mass., 

Guest Speaker 


OCTOBER 1959 


Experiences at the Peter Bent Brigham Hospital in the 
transplantation of the human kidney over a period of 
seven years will be summarized. The present approach to 
the study of this problem will be described and results 
obtained to date will be given. 


7. The General Practitioner and his Friend the 


Urologist. 
Fount RicHArRDSON, Fayetteville, Ark. 


Business Meeting. 
6:30-8:00 p.m. Cocktail Party, Dinkler Plaza Hotel. 


Wednesday, November 18, 2:00 p.m. 


Municipal Auditorium 


8. Some Uses of Hypnosis in Urology. 


CHARLES NICOLAI, St. Louis, Mo. 


A presentation of the author’s experience in the use of 
hypnotic suggestion with urological patients. The em- 
phasis has been mainly on its use in the management of 
children, both for preoperative preparation and to 
achieve cooperation and amnesia during cystoscopy and 
minor surgical procedures. A few additional patients 
have benefitted from posthypnotic suggestion for the 
alleviation of pain. 


Advantages of Perineal Biopsy of Prostate Prior 

to Radical Retropubic Prostatectomy. 
H. BENNETT AND WILLIAM Moraison, 
Atlanta, Ga. 


Perineal biopsy of the prostate prior to radical retro- 
pubic prostatectomy is an accurate, technically easy pro- 
cedure which has many advantages. These advantages 
are discussed in detail. The technic of this two stage 
radical prostatectomy is outlined. We feel that better re- 
sults are obtainable following these suggestions. 


Perineal Prostatectomy for Conservative Enuclea- 
tion. 
JASPER ARNOLD, Houston, Tex. 


The paper will give the indications for choice of perineal 
approach over other types of prostatic surgery, outlines 
a modified Young technic, and compares this technic 
with other variations of the perineal approach described 
in the literature, and ends with statistics from 100 con- 
servative enucleations via the perineal route. 


Operative Correction of Hypospadias. 
Harotp P. McDona_p, Atlanta, Ga. 


The operative correction of hypospadias poses several 
problems. Paramount is complete correction of the chor- 
dee present and only slightly less important is the for- 
mation of the urethra and the advancement of the 
meatus to the end of the glans or as nearly to the end 
as is practical. The timing of the operative steps is im- 
portant as is the diversion of the urine for the final 
stage. Lantern slide demonstration of the various stages 
of the operation is given. 


Intermission—Visit Exhibits 


Chairman’s Address: Adjunctive Drugs in the 
Treatment of Urologic Disease. 
H. Kinc Wang, Jr., Hot Springs, Ark. 


Replacement Operation for Exstrophy. 
Tueopore H. Sweetser, Minneapolis, Minn. 


Exstrophy of the urinary bladder is such a serious de- 
formity that it must not be brushed aside as irreparable 
in spite of all the disappointments of the past. Our aim 
has been the reconstruction of a body as nearly normal 
in structure and function as possible. We can now rIe- 
port enough cases of good and lasting results (control 
and lack of infection) that we feel one should not be 
satisfied with anything short of the closest possible ap- 
proach to normality both in structure and function. 


Panel Discussion with Questions and Answers. 
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AMERICAN COLLEGE OF CHEST PHYSICIANS, 
SOUTHERN CHAPTER 


Atlanta Biltmore Hotel—Headquarters 


Sixteenth Annual Meeting, November 15-16, 1959 


Officers 
First Vice-President................ Joun H. SEABuRY 
Second Vice-President and 
Program Chairman.......... DE Witt C. DaucHTRY 
Vice-Chairman of Program Committee. .SyDNEY JACOBS 


(Medicine) 
JosePH PEABopy (Surgery) 
Chairman of Committee on Local 


Sunday, November 15, 8:00 a.m. 
Atlanta Biltmore Hotel 


8:00- 9:00 a.m. 
9:00-10:00 a.m. 


Registration 


1. Diagnostic Session 


a. Comparative Results in 
the Use of Two Commer- 
cial PPD Skin Tests in 
572 Consecutive Admis- 
sions. 

BENJAMIN L. Brock, 
Orlando, Fla. 


b. Difficulties in Diagnosis 
of Congenital Heart Dis- 
ease by Catherization: 
Observations on Left 
Heart Blood Labelling 
Technics as an Aid. 

ALBERT L. HyMAN, 
New Orleans, La. 


c. Evaluation of the Chroni- 
cally Il Surgical Patient 
by Tilt Table and Adrenal 
Responses Correlated with 
Blood Volumes. 

Watts R. WEBB AND 
T. V. STANLEY, Jr., 
Jackson, Miss. 


10:00-10:15 a.m. 
10:15-11:45 a.m. 


Intermission 


2. Symposium on Bronchogenic 
Carcinoma. 


a. The X-ray Appearance of 
Bronchogenic Carcinoma. 
JOHN PAUL CARTER AND 
EMMETT R. WHITE, 
Chattanooga, Tenn. 


b. Bronchography, An_ In- 
valuable Aid in  Distin- 
guishing Unresolved Pneu- 
monia from Bronchogenic 
Carcinoma. 

So. Katz AND 

ROBERT DONAHOE, 

Washington, D. C. 


PROGRAM, ATLANTA MEETING 


SCIENTIFIC GROUPS MEETING CONJOINTLY 
WITH SOUTHERN MEDICAL ASSOCIATION 


¢. Bronchogenic Carcinoma 

in Young Men: A Dire 
Disease. 

Howarp A. BUECHNER, 

New Orleans, La. 


d. A Broad Palliative Ap- 


proach to the Patient 
with Inoperable Broncho- 
genic Carcinoma. 
JOsEPH 
New Orleans, La. 


Sunday, November 15, 1:00 p.m. 


Atlanta Biltmore Hotel 


1:00- 1:50 p.m. 


1:50- 2:00 p.m. 


2:00- 2:50 p.m. 


2:50- 3:00 p.m. 


3:00- 4:00 p.m. 


3. 


5. 


Clinical Evaluation of the 
Cyanotic Child. 
Wituis Hurst, Atlanta Ga. 


. Surgical Perspectives in Cya- 


notic Heart Disease. 
W. C. SEALY, W. GLENN 
YOUNG, JR. AND IvAN W. 
Brown, Jr., Durham, N. C. 


Intermission 


Pulmonary Resection in the 
First Year of Life. 

Donatp L. PAULsOoN, 

Dallas, Tex. 


. Pulmonary Resection in the 


Older Patient: Risk vs. Re- 
sults. 
Oster Apsott, Atlanta, Ga. 


Intermission 


Dissection cf the Aorta: A 
Great Mimic of Many Dis- 
eases. 
THomMas MATTINGLY, 
Washington, D. C. 


Surgical Management of Dis- 
secting Aortic Aneurysms: A 
Reappraisal. 
W. DEAN WARREN, 
Charlottesville, Va. 


Monday, November 16, 9:00 a.m. 
Atlanta Biltmore Hotel 


9:00-10:45 a.m. 


10. Surgical 


9. Treatment of Essential Hy- 


pertension: A Comparative 
Study of 300 Cases with Five 
Years’ Treatment Preceded 
by Five to Ten Years’ Ob- 
servation. 
FRANK W. PICKELL, 
Baton Rouge, La. 


Considerations in 
the Repair of Atrial Septal 
Defects. 

RIcHARD Kinc, Atlanta, Ga. 
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11. Long Term Results of Medi- 
cal and Surgical Therapy in 
Photoch genic Disease. 
Davip BEHAR, DANIEL E. 

JENKINS, IRVING CHOFNAS AND 

Howarp T. BARKLEY, 
Houston, Tex. 

Changing Concepts in the 

Therapy of Lung Abscess: A 

Twenty Year Survey. 

Mark W. Wotcott, OswaLpD 
H. Coury AND GEORGE BaAuM, 
Coral Gables, Fla. 


Tracheal Fenestration: A 
Useful Adjunct in the Man- 
agement of Certain Cases of 

Severe Emphysema. 
WitiiaM K. SWANN AND 
Jacos T. BRADSHEAR, JR., 
Knoxville, Tenn. 


12 


10:45-11:00 a.m. 
11:00-12:00 Noon 


Intermission 


The Sixth Annual Paul Tur- 
ner Memorial Lecture. 
Myocarditis. 
JouN J. WALsH, 
New Orleans, La. 


SOUTHEASTERN PROCTOLOGIC SOCIETY 


EarL RASMUSSEN, JRr., Atlanta, Ga. 
Secretary......PaTRickK H. HANLEY, New Orleans, La. 


Tuesday, November 17 
Auditorium of the Georgia Baptist Hospital 
Joint Meeting with the Section on Proctology. 
10:30-12:00 Noon Round-table Discussion 


SOUTHERN ELECTROENCEPHALOGRAPHIC 
SOCIETY 


FLoy Jack Moore, Jackson, Miss. 
President-Elect....DonN L. WinFieELD, Memphis, Tenn. 
Secretary-Treasurer...DONALD S. Bickers, Atlanta, Ga. 


Monday, November 16, 9:00 a.m. 
Municipal Auditorium 
Joint Meeting with the Section on 
Neurology and Psychiatry 


1. Clinical Manifestations of Hereditary (Fried- 
reich’s) Ataxia. 
W. L. Harran, Galveston, Tex. 


Among 200 persons from families in which one or more 
cases of h itary ataxia were known to exist, the au- 
thors and their co-workers have found 65 affected indi- 
viduals. The neurological findings of these 65 cases are 
discussed with particular emphasis upon the subtlety of 
the disease in its earlier or milder form since a number 
of these individuals were unaware of their affliction. 
Inter-relationships between the hereditary ataxias and 
other heredofamilial degenerative diseases including pro- 
gressive peroneal palsy, hereditary spastic paraplegia, 
and the Levy-Roussy syndrome are demonstrated. The 
results of nerve stimulation studies are presented and it 
is concluded that measurement of the conduction velocity 
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f the ipheral is a valuable 

1 

Discussion to be opened by Rosert L. Gregn, 

Durham, N. C. 


2. Clinical, Laboratory and EEG Correlations in 


Hyperthyroidism. 

W. P. WILson AND J. E. JOHNSON, Galveston, Tex, 
This study was carried out on 25 adult males and females 
who were diagnosed as having hyperthyroidism by clini. 
cal and laboratory studies. EEG studies were carried out 
before any treatment was given, after the administration 
of Reserpine which is known to control symptoms, and 
after antithyroid treatment had been carried out. At. 
tempts were made to correlate such factors as age, sex, 
duration of illness, severity of clinical symptomatology, 
and laboratory findings with the clinical changes in the 
EEG. The effects of h’ thyroidism on arousal phenom. 
ena were also auevl. The findings will be reported 
and discussed. 

Discussion to be opened by ROBERT UTTERBACK, 
Memphis, Tenn. 


3. A New Drug for Use in the Treatment of 
Epilepsy: Zarotin (PM-671). 
Gene L. WHITINGTON AND JAMES G. Hucues, 
Memphis, Tenn. 
A new drug has been studied at the Convulsive Seizure 
Clinic of the Division of Pediatrics of the University of 
Tennessee Medical School. This drug, Zarotin (PM-671), 
is produced by Parke-Davis Company and is a succini- 
mide (a-ethyl-a-methylonccinimide) related to Celontin® 
and Milontin®. The drug has been used in over fifty 
cases of epilepsy of various types. It has been found to 
be most effective in petit mal, minor motor, and psy- 
chomotor seizures. Neither irreversible nor serious toxic 
effects have been noted. 


Discussion to be opened by MERTON L. EKwatt, 
Jacksonville, Fla. 


Intermission—Visit Exhibits 


4. Symposium: Medical—Legal Aspects of Electro- 
encephalography. 
Moderator: SamueL C. Little, Birmingham, Ala. 


a. General Discussion of the Problem. 
IsaporRE ZFass, Richmond, Va. 


b. The Value and Limitations of Electro- 
encephalographic Findings in Head Injury 
Cases 

Martin L. Tow er, Galveston, Tex. 


c. Implications of Seizure Development, Per- 
sonality Changes and Other Symptoms Pre- 
sumably Related to Cerebral Trauma. 

Donatp S. Bickers, Atlanta, Ga. 


d. Legal Status of Electroencephalography. 
Mr. Hamitton Lokey, Atlanta, Ga. 


SOUTHERN FLYING PHYSICIANS 
Fulton County Airport—Official Airport 
Atlanta Biltmore—Headquarters 


DonaLp W. SmitH, Miami, Fla. 
Vice-Chairman..... Mark E. DeGrorr, Tulsa, Okla. 
Chairman, 

Local Arrangements...... CHRISTOPHER MCLAUGHLIN, 


Atlanta, Ga. 


Tuesday, November 17 


2:00 p.m. Leave from the Atlanta Biltmore by char- 
tered bus to go to the Lockheed Aircraft 
Corporation plant. 
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3:00 p.m. Scientific Program 
4:00 p.m. Tour Lockheed Plant 


6:00 p.m. Cocktail Hour. 


7:30 p.m. Dinner: 
Guest Speaker to be announced. 


Business Session. 


Color Sound Film of the Flying Physicians 
Association’s Alaska Cruise. 


SCIENTIFIC EXHIBITS 


Exhibits will be open Monday, Tuesday, Wednesday 
and Thursday, November 16, 17, 18 and 19, 8:00 a.m. 
to 5:00 p.m. 


1. RANDOLPH BATSON and AMOS CHRISTIE, 
Vanderbilt University School of Medicine, Nashville, 
Tennessee: Poliomyelitis Vaccination of Infants—Anti- 
body Responses and Duration. 


2, ARTHUR J. MERRILL, JOSEPH S. WILSON, 
and RICHARD JOHNSON, Atlanta, Georgia: Twin 
Coil Artificial Kidney. ? 


38. GLENN M. CLARK and STANLEY KAPLAN, 
University of Tennessee Medical Center, Memphis, 
Tennessee: Treatment of the Ambulatory Hyperten- 
sive. 


4. EMMET FERGUSON, JR., Jacksonville, Florida: 
Acceptable Operations for Duodenal Ulcer. 


5. MARGARET S. KLAPPER and LEO RICHARD, 
Birmingham, Alabama: Hydrochlorothiazide in the 
Treatment of Edema. 


6. FRED WASSERMAN and PAUL L. RODENSKY, 
Veterans Administration Hospital, Coral Gables, Flor- 
ida: Treatment of Quinidine and Procaine Amide 
Intoxication. 


7. SAM E. STEPHENSON, JR., RANDOLPH BAT- 
SON, SAM L. CLARK, and L. H. MONTGOMERY, 
Vanderbilt University School of Medicine, Nashville, 
Tennessee: The Electronic Control of Mechanical De- 
vices Through Physiological Mechanisms. 


8. U.S. Department of Health, Education, and Wel- 
fare, Public Health Service, Washington, D. C., and 
American Academy of General Practice—Tennessee 
Chapter: Examinations for Cervical Cancer. 


9. VERNELLE FOX, Atlanta, Georgia: A New Tool 
in the Management of Alcoholism. 


10. JAMES B. WRAY, Bowman Gray School of 
Medicine, Winston-Salem, North Carolina, and J. E. 
MARKEE, Duke University Hospital, Durham, North 
Carolina: The Vascular Beds of the Foot. 


Il. WILLIAM MINOR DEYERLE, Richmond, Vir- 


ginia: Absolute Fixation and Fracture Compression 
in the Hip. 


12. NATIONAL SOCIETY FOR THE PREVEN- 
TION OF BLINDNESS, INC., Atlanta, Georgia: Pre- 
vention of Blindness from Glaucoma. 


13. RICHARD T. FARRIOR, Tampa, Florida: On- 
2 of Head and Neck: Primary and Reconstructive 
lurgery. 
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14. GORDON McHARDY, ROBERT McHARDY, 
New Orleans, Louisiana, HELEN VanFOSSEN, and 
SWAN WARD, Louisiana State University Medical 
School, New Orleans, Louisiana: Duodenal Ulcer 
Management. 


15. RAYMOND F. GRENFELL, Jackson, Mississippi, 
and JAMES G. HILTON, Marquette University, Mil- 
waukee, Wisconsin: A New Base Line for the Evalua- 
tion of Antihypertensive Therapy. 


16. HENRY E. STEADMAN, Atlanta, Georgia: 
Ethiodized Oil in Hysterography. 


17. J. HAROLD CONN and WILLIAM R. FAIN, 
Veterans Administration Center, Jackson, Mississippi: 
Diagnosis and Treatment of Surface Tumors. 


18. W. B. INMON and WINFRED WISER, Univer- 
sity of Mississippi School of Medicine, Jackson, Mis- 
sissippi: Mediolateral Episiotomy. 


19. JOHN McGIVNEY, MARCEL PATTERSON, 
EDWARD LEFEBER, and LEWIS FIELD, University 
of Texas Medical Branch, Galveston, Texas: What 
is Your Diagnosis?—A Clinic in Proctoscopy. 


20. MARVIN E. CHERNOSKY, Houston, Texas: 
Dermo-planing for the Prevention of Skin Cancer. 


21. BEN O. MORRISON, New Orleans, Louisiana, 
J. PAGAN CARLO, A. R. PAYZANT, T. J. HALEY, 
and O. B. MILES, Touro Infirmary, New Orleans, 
Louisiana: Use of Hypaque (Brand of Diatrizoate 
Sodium) as Contrast Medium in Gastrointestinal Ex- 
amination. 


22. ROBERT J. MEADE, New Orleans, Louisiana: 
Correction of Cleft Lip Deformities. 


23. J. BROWN FARRIOR, P. H. GARRISON, and 
C. M. BURPEE, Tampa, Florida: Ear Surgery in 3-D, 
Stapes, Vein Graft, and Tympanoplasty. 


24. JACK R. ANDERSON, New Orleans, Louisiana: 
Modern Cosmetic Rhinoplasty. 


25. JOHN T. GODWIN, Atlanta, Georgia: Applica- 
tion of Aspiration Biopsy. 


26. WILLIAM BICKERS, Richmond, Virginia: Episi- 
operineorrhaphy. 


27. HARRY M. ROBINSON, JR., RAYMOND C. 
V. ROBINSON, EUGENE S. BERESTON, L. LAVAN 
MANCHEY, and FREDERICK K. BELL, University 
of Maryland School of Medicine, Baltimore, Mary- 
land: Experimental and Clinical Studies om Griseo- 
fulvin. 


28. L. CLARK GRAVLEE, G. L. WIDEMAN, and 
W. NICHOLSON JONES, Birmingham, Alabama: A 
New Automatic Umbilical Cord Tying Device. 


29. HENRY D. OGDEN, New Orleans, Louisiana, 
and MARVIN FUCHS, Washington, D. C.: Funda- 
mentals in the Management of Asthma. 


30. MARVIN FUCHS and LESTER S. BLUMEN- 
THAL, Washington, D. C.: Sublingual Ergotamine 
Therapy for Vascular Headache. 


31. JOHN B. COATES, JR., Armed Forces Institute 
of Pathology, Washington, D. C.: A Contribution to 
Medicine: History of the Medical Department, U. S. 
Army, in World War II. 
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32. WALTER W. SACKETT, JR., and MRS. W. W. 
SACKETT, JR., Miami, Florida: Baby Feeding: Pro- 
longed Intervals and Early Use of Solids. 


33. JACKSON A. SMITH, Omaha, Nebraska, DOR- 
OTHY CHRISTIAN, Norfolk State Hospital, Norfolk, 
Nebraska, AVONELL RUTHERFORD, Hastings State 
Hospital, Ingleside, Nebraska, and H. C. HENDER- 
SON, Nebraska Psychiatric Institute, Omaha, Nebraska: 
Effects of Phenothiazines in Chronic Psychotics Re- 
fractory to Previous Treatment. 


34. JOHN T. LECKERT, New Orleans, Louisiana: 
Oral Diuretics in the Treatment of Congestive Heart 
Failure. 


35. WINTHROP M. PHELPS, Baltimore, Maryland: 
Evaluation of a New Drug Effective in Cerebral 
Palsy. 


36. JAMES Q. GANT, JR., ARNOLD GOULD, and 
MARC A. WEINER, Washington, D. C.: Griseofulvin 
in Ringworm Infections. 


37. HJALMAR E. CARLSON, Kansas City, Missouri: 
Mechanical Contributions to Urology. 


38. CHARLES A. WALDRON and JOHN T. GOD- 
WIN, Atlanta, Georgia: Lesions of the Oral Cavity. 


39. ANDRE J. NAHMIAS, Chamblee, Georgia, and 
JOHN T. GODWIN, Atlanta, Georgia: Hospital 
Staphylococcal Infections—Epidemiology and Control. 


40. PETER SAFAR, FRANCIS CHANG, Baltimore, 
Maryland, JAMES O. ELAM, and DAVID G. 
GREENE, Buffalo, New York: Respiratory Resusci- 
tation. 


41. FRANCIS C. USHER, Houston, Texas: A New 
Technique for the Repair of Incisional and Inguinal 
Hernias. 


42. PHILIP SAMET, WILLIAM BERNSTEIN, Mi- 
ami Beach, Florida, and ROBERT S. LITWAK, Jack- 
son Memorial Hospital, Miami, Florida: “The Role 
of Physiologic Studies in the Clinical Evaluation of 
Patients for Cardiac Surgery. 


43. STANLEY F. ROGERS, MORTON ADELS, and 
JACK DUFFY, Houston, Texas: Modern Combined 
Drug Therapy in Toxemia Management. 


44. HOMER D. KIRGIS, PAUL T. DeCAMP, JOHN 
L. JACKSON, and HUGH M. BATSON, New Or- 
leans, Louisiana: Manifestations, Diagnosis and Treat- 
ment of Acute Focal Cerebral Ischemia. 


45. FRANK J. AYD, JR., Baltimore, Maryland: 
Your Nervous Patient. 


46. HERBERT A. LUSCOMBE, Philadelphia, Penn- 
sylvania, and HAROLD L. COLBURN, Jefferson 
Medical College Hospital, Philadelphia, Pennsylvania: 
Systemic Therapy in Acute and Chronic Dermatoses. 


47. ROBERT E. ENSOR and H. RAYMOND PE- 
TERS, Mercy Hospital, Baltimore, Maryland: Expe- 
riences with the Anticoagulant Phenprocoumon. 


48. JUDITH H. RETTIG, Columbus State School, 
Columbus, Ohio: Bacterial Enteritis. 


49. WILLIAM B. RAWLS, WALTER L. EVANS, 
New York City, and IRVING F. HERMANN, Phila- 
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delphia, Pennsylvania: Management of the Patient 
with Rheumatoid Arthritis. 


50. R. H. RIGDON, University of Texas Medical 
Branch, Galveston, Texas: Pulmonary Neoplasms—An 
Experimental Study. 


51. WILLIAM L. LOWRIE, H. L. JOHNSON, w. 
E. REDFERN, J. B. BRYAN, FRED W. WHITE. 
HOUSE, and E. A. KISH, Henry Ford Hospital, De- 
troit, Michigan: Preserving the Diabetic Foot from 
a Triple Threat. 


52. DAN M. GORDON, New York City: The In. 
flamed Eye. 


53. KARL JOHN KARNAKY, Houston, Texas: A 
New Treatment for Cervical, Vaginal, and Perineal 
Infections. 


54. FRANK E. KAPPEN and N. L. MAURONER, 
Shreveport, Louisiana: Iron Deficiency States. 


55. IRWIN PERLMUTTER, RICHARD E. STRAIN, 
and DAVID FAIRMAN, Coral Gables, Florida: Treat- 
ment of Extra-Pyramidal Disorders With a New 
Stereotaxic Apparatus. 


56. JOE M. BLUMBERG, Armed Forces Institute of 
Pathology, Washington, D. C.: Aviation Pathology. 


57. GEORGE L. WINN, GEORGE S. BOZALIS, 
DICK H. HUFF, ROBERT S. ELLIS, VERNON D. 
CUSHING, and HERBERT KENT, Oklahoma City, 
Oklahoma: Breathing Exercises in Asthma and Emphy- 
sema. 


58. JOHN T. GODWIN, Atlanta, Georgia: Applica- 
tion of Nuclear Reactors and Radioisotopes in Medi- 
cine. 


59. R. W. POSTLETHWAIT, Veterans Administra- 
tion Hospital, Durham, North Carolina, JAMES F. 
SCHAUBLE, and WILLIAM G. ANLYAN, Duke Uni- 
versity School of Medicine, Durham, North Carolina: 
Experimental Study of Surgical Sutures. 


60. AUGUSTUS GIBSON, CHARLES E. LYGHT, 
and MARION J. FINKEL, Rahway, New Jersey: His- 
toric “Firsts” in Experimental Therapeutics. 


61. EUGENE G. LIPOW, Washington, D. C., and 
CHARLES S. WISE, George Washington University, 
Washington, D. C.: Traumatic Conditions of the 
Shoulder. 


62. THOMAS W. MURRELL, JR., R. CAMPBELL 
MANSON, and E. RANDOLPH TRICE, Richmond, 
Virginia: Griseofulvin—First Oral Antibiotic for Treat- 
ment of Superficial Mycoses. 


63. HAROLD L. UPJOHN and JACK C. STUCKI, 
Kalamazoo, Michigan: Medroxyprogesterone: A Unique 
New Oral Progestin. 


64. BEN H. JENKINS, Newnan, Georgia: Alpha 
Chymotrypsin. 


65. WILLIAM J. BROWN and COMMUNICABLE 
DISEASE CENTER, Atlanta, Georgia: “Who Has 
VD?” 


66. ROBERT B. GREENBLATT, WILLIAM E. 
BARFIELD, EDWIN C. JUNGCK, Medical College 
of Georgia, Augusta, Georgia, and KENNETH R. 
BALDWIN, Medical College of Virginia, Richmond, 
Virginia: The Polycystic Ovary Syndrome. 
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67. N. C. HIGHTOWER, Temple, Texas, and M. S. 
KLECKNER, JR., Yale University School of Medicine, 
New Haven, Connecticut: Methodology for Evaluation 
of an Anticholinergic Agent on the Colon. 


68. J. LEONARD GOLDNER, FRANK W. CLIP- 
PINGER, and BERT R. TITUS, Duke University 
Medical Center, Durham, North Carolina: Lower Ex- 
tremity Prostheses—Special Problems. 


69. FRANCIS J. SCULLY, Hot Springs, Arkansas, 
and ROBERT H. BROH-KAHN, Yonkers, New York: 
Pharmacologic and Clinical Investigation of Choline 
Salicylate. 


70. N. C. HIGHTOWER, D. A. MALOOLY, W. N. 
POWELL, R. D. HAINES, and J. D. IBARRA, Tem- 
ple, Texas: Acute Intermittent Porphyria. 


71. WILLIAM J. BROWN and COMMUNICABLE 
DISEASE CENTER, Atlanta, Georgia: Reiter Protein 
Antigen Test (High Specificity in a Low Cost Test 
for Syphilis). 


72. WILLIAM J. BROWN and COMMUNICABLE 
DISEASE CENTER, Atlanta, Georgia: Laboratory 
Procedures for Conducting Fluorescent Tagged Anti- 
body Tests for Venereal Disease. 


73. CALVIN W. WOODRUFF, Vanderbilt Hospital, 
Nashville, Tennessee: Hypochromic Anemia in In- 
fancy. 


74. RAYMOND F. CORPE, Battey State Hospital, 
Rome, Georgia: “Atypical Tuberculosis’—Pulmonary 
Disease Caused by Non-Photochromogenic Acid-Fast 
Mycobacteria. 


TECHNICAL EXHIBITS 


Abbott Laboratories, North Chicago, Illinois.......... 39 
American Ferment Company, Inc., New York, New 


B. F. Ascher & Company, Inc., Kansas City, Missouri. . 79 
Audio-Digest Foundation, Glendale, California........ 84-A 
Baxter Laboratories, Inc., Morton Grove, Illinois... .. 31 
Blakiston Division, McGraw-Hill Book Company, Inc., 

Borcherdt Company, Chicago, Illinois................. 70 
The Borden Company, New York, New York......... 48 
George A. Breon Company, New York, New York..... 99-100 
Bristol Laboratories, Inc., New York, New York...... 28 
The Burdick Corporation, Milton, Wisconsin......... 76 
Burton, Parsons & Company, Washington, D. C....... 72 
Chicago Pharmacal Company, Chicago, Illinois........ 15 
Ciba Pharmaceutical Products, Inc., Summit, New pee 

Coreco Research Corporation, New York, New York... 91 
The Devereux Foundation, Devon, Pennsylvania..... . 84-B 
Dome Chemicals, Inc., New York, New York......... 102 
Duke Laboratories, Inc., South Norwalk, Connecticut. . 18 
Eaton Laboratories, Norwich, New York............. 38 
Electric Research Corporation, Atlanta, Georgia...... 85 
Fesler Company, Inc., Stamford, Connecticut......... 5 
C. B. Fleet Company, Inc., Lynchburg, Virginia. ..... 30 
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E. Fougera and Company, Inc., Hicksville, New York. . 95 
Geigy Pharmaceuticals, Yonkers, New York........... 36-37 
General Foods Corporation, White Plains, New York.. 80-81 
Gerber Products Company, Fremont, Michigan...... 2 
John F. Greer Company, Oakland, California.......... 14 
Grune & Stratton, Inc., New York, New York....... 104 
Charles C. Haskell & Company, Inc., Richmond, 

H. J. Heinz Company, Pittsburgh, Pennsylvania....... 93 
Irwin, Neisler & Company, Decatur, Illinois.......... 1 
Johnson & Johnson, New Brunswick, New Jersey.... 42-43 
Knoll Pharmaceutical Company, Orange, New Jersey... 35 
Lea & Febiger, Philadelphia, Pennsylvania............ 4 
Lederle Laboratories Division, American Cyanamid 

Company, Pearl River, New York.................. 47 
Eli Lilly & Company, Indianapolis, Indiana........ 34&53 
Lloyd Brothers, Inc., Cincinnati, Ohio................ 88 

. A. Majors Company, Dallas, Texas.............. ; 32 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., 

The S. E. Massengill Company, Bristol, Tennessee... 71 
Mattern X-Ray Division, Land-Air, Inc., Chicago, 

Mead Johnson and Company, Evansville, Indiana...... 24 
Medco Products Company, Tulsa, Oklahoma.......... 51 
Merck & Company, Inc., Rahway, New Jersey..... . 9-11 
Merck Sharp & Dohme, Philadelphia, Pennsylvania. . 63-66 
The Wm. S. Merrell Company, Cincinnati, Ohio... 25 
The C. V. Mosby Company, St. Louis, Missouri... . . 13 
The National Drug Company, Philadelphia, Penn- 


National Live Stock and Meat Board, Chicago, Illinois 87 
Nordson Pharmaceutical Laboratories, Inc., Irvington, 


Organon, Inc., Orange, New Jersey................-- 16 
Parke, Davis & Company, Detroit, Michigan........ . 44-45 
Pet Milk Company, Research Division, St. Louis, 

Pharmacia Laboratories, Inc., Rochester, Minnesota... 17 
Plough, Inc., Memphis, Tennessee................. 52 
Wm. P. Poythress & Company, Inc., Richmond, 

The Procter & Gamble Company, Cincinnati, Ohio... 73 
The Purdue Frederick Company, New York, New York 50 
The Rhinopto Company, Dallas, Texas............... 61 
Riker Laboratories, Inc., Northridge, California....... 46 
Ritter Company, Inc., Rochester, New York.......... 68-69 
A. H. Robins Company, Inc., Richmond, Virginia... .. 20 
Roche Laboratories Division, Hoffmann-La Roche, Inc., 

J. B. Roerig and Company, New York, New York..... 40 
William H. Rorer, Inc., Philadelphia, Pennsylvania... 19 
Sandoz Pharmaceuticals, Hanover, New Jersey........ 59 
W. B. Saunders Company, Philadelphia, Pennsylvania. . 33 
SchenLabs Pharmaceuticals, Inc., New York, New York 96-97 
Schering Corporation, Bloomfield, New Jersey........ 84 
G. D. Searle & Company, Chicago, Illinois............ 82 
Smith-Dorsey Division, The Wander Company, Lincoln, 

86 
Smith Kline & French Laboratories, Philadelphia, 

E. R. Squibb & Sons, New York, New York......... 74-7594 
Tailby-Nason Company, Inc., New York, New York... 103 
Texas Pharmacal Company, San Antonio, Texas...... 26 
The Upjohn Company, Kalamazoo, Michigan......... 22-23 
VanPelt & Brown, Inc., Richmond, Virginia.......... 6 
Wallace Laboratories, New Brunswick, New Jersey.... 77-78 
Wampole Laboratories, Stamford, Connecticut......... 8 


Warner-Chilcott Laboratories, Morris Plains, New 
The Warren-Teed Products Company, Columbus, Ohio 98 


Westwood Pharmaceuticals, Buffalo, New York........ 12 
White Laboratories, Inc., Kenilworth, New Jersey... .. 105 
Winthrop Laboratories, New York, New York,........ 54-55 
Wyeth Laboratories, Philadelphia, Pennsylvania...... . 7&83 
Zimmer Manufacturing Company, Warsaw, Indiana. . 90 
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WOMAN’S AUXILIARY PROGRAM 
Thirty-fifth Annual Meeting 


November 16-19, 1959 
Henry Grady Hotel, Atlanta, Georgia 


REGISTRATION 
9:00 a.m.-4:00 p.m. 


Foyer, Henry Grady Hotel 


SOUTHERN HOSPITALITY ROOM 
Parlor B, Henry Grady Hotel 


The Southern Hospitality Room will be open dur- 
ing registration hours Monday, Tuesday and Wednes- 
day for the convenience of members and guests. Re- 
freshments will be served. 


EXHIBITS 


County and State Doctors’ Day Exhibits will be 
displayed in the Southern Hospitality Room in the 
Parlor B ef Henry Grady Hotel. 


TICKETS 


Tickets will be sold at the Registration desks. 
Tickets for the Doctors’ Day Awards Luncheon must 
be purchased by 3:00 p.m. Tuesday. 

Pre-Convention Board Breakfast, Monday, 8:30 a.m. 

Tour of Homes and Tea at Art Museum, Monday, 
2:00 p.m. 

Tea and Fashion Show Rich’s Department Store, 
Tuesday, 3:00 p.m. 

Doctors’ Day Awards Luncheon, Dinkler Plaza Hotel 
—Roof, Wednesday, 12:00. 

Historical Bus Tour of Atlanta, Wednesday, 2:00 
p-m. 

Refreshments at Georgia Tech Library. 


Post-Convention Board Breakfast, 8:30 a.m., Wednes- 
day. 


Monday, November 16 
8:30 a.m. 


Henry Grady Hotel—Mezzanine—Dixie Ball Room 
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THIRTY-FIFTH ANNUAL MEETING 
November 16-19, 1959 
Henry Grady Hotel, Atlanta, Georgia 


PRECONVENTION MEETING OF EXECUTIVE 
BOARD (BREAKFAST) 
Presiding 
Mrs. George W. Owen, President, Jackson, Miss. 
Invocation—Mrs. Walker L. Curtis, Co!lege Park, Ga. 


Greelings—Mr. C. P. Loranz, Advisor and Professional 
Relations Counselor and Secretary, Home 
Building Finance Committee, SMA 
—Mr. V. O. Foster, Executive Secretary- 
Treasurer and Managing Editor, SMA 
Roll Cali—Mrs. Martyn Schattyn, St. Louis, Missouri 
Reading of the Minutes—Mrs. Martyn Schattyn 
Introduction of General Chairman—Mrs. H. E. Stead- 
man, Hapeville, 
Georgia 


Reports of Officers 


President-Elect—Mrs. John M. Chenault, Decatur, Ala- 
bama 

Vice-Presidents 

Recording Secretary—Mrs. Martyn Schattyn, St. Louis, 


Missouri 
Corresponding Secretary—Mrs. O. A. Schmid, Jackson, 
Mississippi 


Treasurer—Mrs. R. E. Dunkley, Washington, D. C. 


Historian—Mrs. George D. Feldner, New Orleans, 
Louisiana 


Parliamentarian—Mrs. Shelley Davis, Atlanta, Georgia 
Recognition of Councilors reporting at General Session 


Reports of Chairmen 


Auditing—Mrs. John M. Brewer, Kershaw, S. C. 

Auxiliary Room—Mrs. William G. Thuss, Birming- 
ham, Ala. 

Budget—Mrs. V. E. Holcombe, Charleston, W. Va. 

Custodian of Records—Mrs. W. W. Potter, Knoxville, 


Tennessee 
Doctors’ Day—Mrs. Edgar M. Dunstan, Decatur, 
Georgia 
Membership—Mrs. Kalford W. Howard, Portsmouth, 
Virginia 


Memorial—Mrs. W. R. Moore, Louisville, Kentucky 

Program and Convention—Mrs. H. E. Steadman, 
Hapeville, Georgia 

Publicity—Mrs. E. R. Guidry, New Orleans, Louisiana 
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Research and Romance—Mrs. John C. Perry, Tulsa, 
Oklahoma 


Resolutions—Mrs. L. S. Thompson, Dallas, Texas 
Revisions—Mrs. Perry D. Melvin, Miami, Florida 

Old Business 

New Business 

Announcements 

Adjournment 

Luncheon for Past Presidents of SMA Auxiliary, 12:00 


Noon. 
Historical Bus Tour of Atlanta. Refreshments at Geor- 
gia Tech Library, 2:00 p.m. 
Tuesday, November 17 
9:00 a.m. 
GENERAL SESSION, THIRTY-FIFTH ANNUAL CON- 


VENTION, WOMAN’S AUXILIARY TO THE 
SOUTHERN MEDICAL ASSOCIATION. 


Dixie Ball Room 


Mrs. George W. Owen, President, Jackson, Mississippi, 


presiding 
Invocation—Mrs. Joseph W. Kelso, Oklahoma City, 
Oklahoma 
Greetings—Dr. Milford O. Rouse, President, SMA, 
Dallas, Texas 


Dr. E. H. Lawson, President-Elect, SMA, 
New Orleans, Louisiana 
Dr. Tom D. Spies, Vice-President, SMA, 
Birmingham, Alabama 
Dr. Harry Lee Claud, Chairman Advisory 
Council, Washington, D. C. 
Dr. Luther Wolff, President Georgia State 
Medical Association, Columbus, Georgia 
Dr. James H. Byram, General Chairman, 
Atlanta, Georgia 
Welcome—Mrs. Remer Y. Clark, President, Woman’s 
Auxiliary to the Georgia State Medical 
Association 
Mrs. Henry E. Steadman, President, Fulton 
County Auxiliary 
Mrs. Stephen W. Brown, Councilor from 
Georgia to the Southern Medical Aux- 
iliary 
Response—Mrs. O. W. Robinson, Paris, Texas 
Presentation of President-Elect—Mrs. John M. Che- 
nault 
Greetings—Mrs. Frank Gastineau, President, Woman’s 
Auxiliary to the American Medical As- 
sociation, Indianapolis, Indiana 
Roll Call and Recognition of Officers, Chairmen, 
Councilors and Past Presidents—Mrs. Martyn Schat- 
tyn, St. Louis, Mis- 
souri 
Recognition of State Presidents, Presidents-Elect and 
Guests. 
Minutes of 1958 Auxiliary Convention—New Orleans, 
Louisiana 
Presentation of Convention Plans—Mrs. Henry E. 
Steadman, Chairman 
Convention Rules of Order—Mrs. Shelley Davis, Par- 
liamentarian, Atlanta, Georgia 
Announcement of Convention Committees — Mrs. 
George W. Owen, President 
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Presentation of Pages—Mrs. Hugh Gregory, Atlanta, 
Georgia 

In Memorium—Mrs. William Ray Moore, Louisville, 
Kentucky 


Reports of Officers 


President—Mrs. George W. Owen, Jackson, Mississippi 

President-Elect—Mrs. John M. Chenault, Decatur, 
Alabama 

Recording Secretary—Mrs. Martyn Schattyn, St. Louis, 
Missouri 

Corresponding Secretary—Mrs. O. A. Schmid, Jackson, 
Mississippi 

Historian—Mrs. George D. Feldner, New Orleans 

Parliamentarian—Mrs. Shelley Davis, Atlanta, Georgia 

—_— Richard E. Dunkley, Washington, 
D. 


Reports of State Councilors by Regions 


Mrs. Kalford W. Howard, First Vice-President, Ports- 
mouth, Va., Chairman 
District of Columbia—Mrs. W. J. G. Davis, Wash- 
ington 
Kentucky—Mrs. Robert F. Monroe, Louisville 
Maryland—Mrs. Ross Z. Pierpont, Baltimore 
Missouri—Mrs. Charles T. Shepherd, St. Louis 
Virginia—Mrs. John H. Dellinger, Norton 
W. Virginia—Mrs. Ross P. Daniel, Beckley 
Moderator—Mrs. Roy A. Douglass, Second Vice-Presi- 
dent, Huntingdon, Tennessee 
Alabama—Mrs. William Noble, Fort Payne 
Florida—Mrs. Eugene F. McCall, Jacksonville 
Georgia—Mrs. Stephen W. Brown, Augusta 
North Carolina—-Mrs. Edwin M. Robertson, Durham 
South Carolina—Mrs. Cecil G. White, Greenville 
Tennessee—Mrs. Elmer T. Pearson, Elizabethton 
Moderator—Mrs. Elias Margo, Third Vice-President, 
Oklahoma City 
Arkansas—Mrs. L. Gardner, Russellville 
Louisiana—Mrs. William J. Rein, New Orleans 
Mississippi—Mrs. S. Lamar Bailey, Kosciusko 
Oklahoma—Mrs. F. L. Flack, Tulsa 
Texas—Mrs. H. S. Renshaw, Fort Worth 


Report of the Executive Board 
Report of Committees 
Auditing—Mrs. John M. Brewer, Kershaw, South 
Carolina 


Auxiliary Room—Mrs. W. G. Thuss, Birmingham, 


Alabama 

Budget—Mrs. V. E. Holcombe, Charleston, West 
Virginia 

Custodian of Records—Mrs. W. W. Potter, Knoxville, 
Tennessee 


Doctors’ Day—Mrs. E. M. Dunstan, Decatur, Georgia 

Membership—Mrs. Kalford W. Howard, Portsmouth, 
Virginia 

Memorial—Mrs. W. R. Moore, Louisville, Kentucky 

Program and Convention—Mrs. Henry E. Steadman, 
Hapeville, Georgia 

Publicity—Mrs. E. R. Guidry, New Orleans, Louisiana 


Research and Romance—Mrs. John C. Perry, Tulsa, 
Oklahoma 


Resolutions—Mrs. L. $. Thompson, Dallas, Texas 
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Revisions—Mrs. Perry D. Melvin, Miami, Florida 


Courtesy Resolutions—Mrs. Harry Johnson, Elkins, 
North Carolina 


Registration—Mrs. Edward Askran, Atlanta, Georgia 
Unfinished Business 
New Business 

Election of Nominating Committee for 1960 


Report of Nominating Committee for 1959—Mrs. 
Walker L. Curtis, College Park, Georgia 


Election of Officers 
Installation—Mrs. Richard E. Stover, Miami, Florida 


Presentation of Past Presidents’ Pin—Mrs. V. E. Hol- 
combe, Charleston, West Virginia 

Presentation of Presidents’ Pin and Gavel—Mrs. 
George W. Owen, Jackson, Miss. 


Inaugural Address—Mrs. John M. Chenault, Decatur, 
Alabama 


Announcements 
Adjournment 


Tea and Fashion Show, Rich’s Department Store, 
3:00 p.m. 


Wednesday, November 18 


POST-CONVENTION BOARD BREAKFAST 
8:30 a.m. 
Victory Room 
Mrs. John M. Chenault, President, Presiding 


DOCTORS’ DAY AWARDS LUNCHEON 
12:00 Noon 
Dinkler Plaza Hotel Roof 
Mrs. Edgar M. Dunstan, Decatur, Georgia, Chairman 
Wednesday, November 18, 2:00 p.m.—Tour of Homes 
and Tea at Art Museum 


SPECIAL COMMITTEES 


Georgia 
Mrs. SrEPHEN W. Brown 
Augusta, Georgia 
Louisiana 


Mrs. WILLIAM J. REIN 
New Orleans, Louisiana 


OCTOBER 1959 


Maryland 
Mrs. Ross Z. PierPont 
Baltimore, Maryland 
North Carolina 


Mrs. Epwin M. RoBeErtson 
Durham, North Carolina 


COUNCILORS 
(Terms expire 1960) 


Kentucky 
Mrs. Rospert F. MONROE 
Louisville, Kentucky 
Mississippi 
Mrs. S. LAMAR BAILEY 
Kosciusko, Mississippi 
Missouri 
Mrs. CHARLES T. SHEPHERD 
Clayton, Missouri 
Oklahoma 


Mrs. F. L. FLAck 
Tulsa, Oklahoma 


South Carolina 
Mrs. G. Wuitr 
Greenville, South Carolina 
Tennessee 
Mrs. ELMER T. PEARSON 
Elizabethton, Tennessee 
Texas 
Mrs. H. S. RENSHAW 
Fort Worth, Texas 
Virginia 
Mrs. JOHN H. DELLINGER 
Norton, Virginia 


West Virginia 


Mrs. Ross P. DANIEL 
Beckley, West Virginia 


EXECUTIVE COMMITTEE 


Chairman 


Mrs. Georce W. OwEN 
Jackson, Miss. 


Mrs. JoHN M. CHENAULT 
Decatur, Alabama 


Mrs. WALKER L. Curtis 
College Park, Georgia 


Mrs. CHARLES 


Mrs. KALForp W. Howarp 
Portsmouth, Virginia 


Mrs. RicHARD E, DUNKLEY 
Washington, D. C. 


T. SHEPHERD 


Clayton, Missouri 


Auditing 
Mrs. JOHN M. BREWER 


Kershaw, South Carolina 


Nominating 


Mrs. WALKER L. Curtis 


College Park, Georgia 


STANDING COMMITTEES 


Auxiliary Room 


Mrs. G. Tuuss 


Birmingham, Alabama 


Budget 
Mrs. V. E. HOLCOMBE 


Charleston, West Virginia 


Custodian of Records 
Mrs. W. W. Potter 
Knoxville, Tennessee 


Doctors’ Day 


Mrs. EpcAR M. DUNSTAN 


Decatur, Georgia 
Membership 


Mrs. KALFoRD W. Howarp 


Portsmouth, Virginia 


Memorial 


Mrs. WILLIAM Ray Moore 


Louisville, Kentucky 


Program and Convention 
Mrs. Henry E. STEADMAN 


Hapeville, Georgia 
Publicity 
Mrs. E. R. Guipry 
New Orleans, Louisiana 
Research and Romance 
Mrs. JOHN C. PERRY 
Tulsa, Oklahoma 
Resolutions 


Mrs. L. S. THompson 
Dallas, Texas 


Revisions 
Mrs. Perry D. MELVIN 
Miami, Florida 


COUNCILORS 
(Terms expire 1959) 


Alabama 
Mrs. WILLIAM NOBLE 
Fort Payne, Alabama 
Arkansas 


Mrs. L. GARDNER 
Russellville, Arkansas 


District of Columbia 

Mrs. W. J. G. Davis 

Washington, D. C. 
Florida 


Mrs. EuGeng F. McCay 
Jacksonville, Florida 


EVENING RESERVED 


for 


SOUTHERN MEDICAL ASSOCIATION’S 
ANNUAL DINNER 


SOUTHERN MEDICAL ADVISORY COUNCIL 


Chairman 
Dr. Harry Lee CLaup 
Washington, D. C. 


Dr. Epwin H. Lawson 
New Orleans, Louisiana 
Dr. Jack C. Norris 
Atlanta, Georgia 
Dr. Ropert D. MoreTON 
Fort Worth, Texas 


Dr. Mitrorp O. Rouse 
Dallas, Texas 
Dr. J. W. Jervey, Jr. 
Greenville, South Carolina 
Dr. Greorce D. WILSON 
Asheville, North Carolina 


OFFICERS 


President 
Mrs. GrorceE W. Owen 
Jackson, Mississippi 
President Elect 


Mrs. JoHN M. CHENAULT 
Decatur, Alabama 


First Vice President 
Mrs. KALForp W. Howarp 
Portsmouth, Virginia 


Second Vice President 
Mrs. Roy A. Douctass 
Huntingdon, Tennessee 


Historian 


Mrs. Georce D. FELDNER 
New Orleans, Louisiana 


Third Vice President 


Mrs. MARGo 
Oklahoma City, Oklahoma 


Recording Secretary 


Mrs. MARTYN SCHATTYN 
St. Louis, Missouri 


Treasurer 
Mrs. RicHARD E. DUNKLEY 
Washington, D. C. 


Corresponding Secretary 
Mrs. O. A. SCHMID 
Jackson, Mississippi 


Parliamentarian 


Mrs. Harvey GARRISON 
Jackson, Mississippi 
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OFFICERS, SOUTHERN MEDICAL ASSOCIATION 


Dr. 


. Edwin Hugh Lawson 


President 


President Elect 
New Orleans, Louisiana 


First Vice President 


Second Vice President 
Executive Secretary-Treasurer and Managing Editor 
Advisor and Professional Relations Counselor 
Business Manager 
Mr. Robert F. Butts 


H. 


. Lenox D. Baker 

. Sullivan G. Bedell 
. Willis E. Brown 
. Stanley A. Hill 
John H. Lamb. 
. Preston A. McLendon. 


. Charles Rieser....... 


Editor of Journal 


Editorial Board 


Durham, North Carolina 
Jacksonville, Florida 

.. Little Rock, Arkansas 

vides Corinth, Mississippi 
"Oklahoma City, Oklahoma 
.Washington, D. C. 
William F. Rienhoff, .. Baltimore, Maryland 
.. Atlanta, Georgia 


Dr. Curtice Rosser........... Dallas, Texas 
Board of Trustees 
(All are Past Presidents) 
Dr. Walter C. Jones, Chairman (1959)....... Miami, Florida 
Dr. Alphonse McMahon (1960)........... St. Louis, Missouri 
Dr. W. Raymond McKenzie (1962)...... Baltimere, Maryland 
Dr. J. P. Culpepper, Jr. (1963)......Hattiesburg, Mississippi 
Dr. W. Kelly West (1964)......... Oklahoma City, Oklahoma 
Councilors 
Dr. Harry Lee Claud, Chairman....... .. Washington, D. C. 


. Robert D. Moreton, Vice-Chairman 
. J. Garber Galbraith 
- Fount Richardson 
Joseph S. Stewart 


. J. Duffy Hancock 


..Fort Worth, Texas 
.. Atlanta, Georgia 


Jack C. Norris 


New Orleans, Louisiana 
Dr. Harry M. Robinson, Jr........... . Baltimore, Maryland 
Dr. George D. Wilson.............. Asheville, North Carolina 
Dr. Vernon D. Cushing............ Oklahoma City, Oklahoma 
DE Donald S. Daniel... Richmond, Virginia 
Dr. Howard A. Swart 


Charleston, West Virginia 


Councilors Elect 


De. Euclid M. Smith................. Hot Springs, Arkansas 
Dr. Oscar Benwood Hunter, Jr............ Washington, D. C. 
Atlanta, Georgia 


Executive Committee of the Council—Dr. Harry Lee Claud, 


Chairman of the Council, Chairman; Dr. Robert D. 
Moreton, Vice-Chairman of the Council; Dr. J. W. Jervey, 
Jr., Dr. George D. Wilson, Dr. Jack C. Nerris, Dr. Milford 


O. Rouse, President; and Dr. Edwin Hugh Lawson, 
President-Elect. 
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PLACES OF MEETING AND PRESIDENTS 


Here follows the year of each annual meeting, the place held 
and the president who presided at that meeting, having been 
elected at the close of the preceding meeting: 


1959, 


, Atlanta, Ga., 
» Memphis, Tenn., 


, Asheville, N. C., 


, Atlanta, Ga., Dr. C. C. 


, Baltimore, Md., 


Chattanooga, Tenn., organization meeting. 
Birmingham, Ala., *Dr. H. H. Martin, Savannah, Ga. 
Atlanta, Ga., *Dr. B. L. Wyman, Birmingham, Ala. 
New Orleans, La., *Dr. G. C. Savage, Nashville, Tenn. 
aa. Tenn., *Dr. W. W. Crawford, Hattiesburg, 
iss. 
Hattiesburg, Miss., *Dr. Isadore Dyer, New Orleans, La. 
Jacksonville, Fla., *Dr. James M. Jackson, Miami, Fla. 
Lexington, Ky., *Dr. Frank A. Jones, Memphis, Tenn. 
Richmond, Va., *Dr. Stuart McGuire, Richmond, Va. 
Dallas, Tex., *Dr. Oscar Dowling, New Orleans, La. 
*Dr. Robert Wilson, Charleston, S. C. 
*Dr. Duncan Eve, Sr., Nashville, Tenn. 
Influenza pandemic; no meeting that year. 
*Dr. Lewellys F. Barker, Baltimore, Md. 
Louisville, Ky., *Dr. E. H. Cary, Dallas, Tex. 
Hot Springs National Park, Ark., *Dr. Jere L. Crook, 
Jackson, Tenn. 
Chattanooga, Tenn., *Dr. Seale Harris, Birmingham, Ala. 
Washington, D. C., *Dr. W. S. Leathers, Nashville, 
Tenn. (then of Jackson, Miss.). 
eG Orleans, La., *Dr. Charles L. Minor, Asheville, 
Dallas, Tex., *Dr. Stewart R. Roberts, Atlanta, Ga. 
Bass, New Orleans, La. 
Memphis, Tenn., *Dr. J. Shelton Horsley, Richmond, 
Va. 
Asheville, N. C., 
Ark. 
Miami, Fla., Dr. T. W. Moore, Huntington, W. Va. 
Louisville, ky., *Dr. Hugh S. Cumming, Washington, 
D. C. 


*Dr. William R. Bathurst, Little Rock, 


New Orleans, La., *Dr. Felix J. Underwood, Jackson, 
Miss. 

Birmingham, Ala., *Dr. Lewis J. Moorman, Oklahoma 
City, Okla. 

Richmond, Va., *Dr. Irvin Abell, Louisville, Ky. 
San Antonio, Tex., *Dr. Hugh Leslie Moore, 
Tex. 

St. Louis, Mo., *Dr. H. Marshall Taylor, Jacksonville, 
Fla. 


Dallas, 


Baltimore, Md., Dr. Fred M. Hodges, Richmond, Va. 
New Orleans, La., *Dr. Frank K. Boland, Atlanta, Ga. 


, Oklahoma City, Okla., *Dr. J. W. Jervey, Greenville, 
C. 


Memphis, Tenn., Dr. Walter E. Vest, Huntington, W. 


Louisville, Ky., *Dr. Arthur T. McCormack, Louisville, 

St. Louis, Mo., *Dr. Paul H. Ringer, Asheville, N. C. 

Richmond, Va., Dr. M. Pinson Neal, Columbia, Mo. 

Cincinnati, O., Dr. Harvey F. Garrison, Jackson, Miss. 

**Dr. W. T. Wootton, Hot Springs National Park, Ark. 

St. Louis, Mo., Dr. James A. Ryan, Covington, Ky. 

**Dr. Edgar C. Ballenger, Atlanta, Ga. 

Cincinnati, O., Dr. E. Vernon Mastin, St. Louis, Mo. 

Miami, Fla., Dr. M. Y. Dabney, Birmingham, Ala. 

*Dr. Elmer L. Henderson, Louisville, 


y. 

Miami, Fla., Dr. Lucien A. LeDoux, New Orleans, La. 

Cincinnati, O., *Dr. Oscar B. Hunter, Washington, D. C. 

> Louis, Mo., Dr. Hamilton W. McKay, Charlotte, 


Dallas Tex., Dr. Curtice Rosser, Dallas, Tex. 


Miami, Fla., *Dr. R. J. Wilkinson, Huntington, W. Va. 
Atlanta, Ga., Dr. Walter C. Jones, Miami, Fla. 


, St. Louis, Mo., Dr. Alphonse McMahon, St. Louis, Mo. 


Houston, Tex., Dr. R. L. Sanders, Memphis, Tenn. 


, Washington, D. C., Dr. W. Raymond McKenzie, Balti- 


more, Md. 


Miami Beach, Fla., Dr. J. P. Culpepper, Jr., Hatties- 
burg, Miss. 


pod Orleans, La., Dr. W. Kelly West, Oklahoma City, 
a. 
Atlanta, Ga., Dr. Milford O. Rouse, Dallas, Tex. 


*Deceased. 
**Deceased in office. 
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HOTEL ACCOMMODATIONS 


53rd ANNUAL MEETING 
Atlanta, Georgia, November 16, 17, 18, and 19, 1959 


Please Complete this Application and forward to Atlanta Address Now! 


Hotel Single 
PEACHTREE ON PEACHTREE..................... 6.00- 7.00 

Motels 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
720 Rhodes-Haverty Building 

Atlanta 3, Georgia 


Double Bed Twin Beds Suite 
$10.00-16.00 $12.00-16.00 $25.00-75.00 
7.00- 9.50 9.00-12.00 18.00-20.00 
10.00-14.00 12.00-16.00 18.00-30.00 
6.00- 7.50 7.00- 7.50 10.00-15.00 
8.00- 9.00 8.00- 9.00 16.00-18.00 
7.00-12.00 8.50-12.00 18.00-25.00 
8.00-10.00 8.50-12.00 12.00-30.00 
10.00-16.00 11.00-16.00 20.00-35.00 
8.50-12.00 8.50-12.00 14.00-32.00 
8.50-10.50 9.50-11.50 16.00-26.00 
9.50-11.00 10.00-15.00 25.00-30.00 
13.00-15.00 15.00-16.00 $2.00 
12.00 13.00-14.00 24.00-26.00 

11.00-14.00 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Hotel Preference 
Ist Choice 


Arrival Date 


Kind of Accommodations Desired 


...Double room at §....... 
Twin bedroom at $........... to $ 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom you are requesting 


reservations and who will occupy the room(s): 


Name of Occupant(s) (Please type or print) 


Address 


If the hotels of your choice are unable to accept your reservation, the 
ousing Bureau will make as good a reservation as possible elsewhere. 


ve 


| 
a Individual Requesting Reservations (Please type or print) 


p.m. 


D.m. 
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MEMBERSHIP 


Membership in the South’s greatest medical organization provides 
these advantages: 


OFFERS YOU 


e THE SOUTHERN MEDICAL JOURNAL— 
an internationally recognized, monthly scientific 
publication—bringing to you the best medical 
thought of the nation and the most outstanding of 
some 300 papers from the annual meeting. 


e AN ANNUAL MEETING featuring twenty 
Section programs covering every aspect of medical 
and surgical practice. Also scientific and technical 
exhibits, color television presentations on medical 
care, social and fraternal activities. general sessions 
on medicine and surgery and symposia on subjects 
of primary importance. 


e A complete insurance program: group disability coverage for 
sickness and accident; accidental death and dismemberment; catastro- 
phic hospital coverage with up to $10,000 limit and life insurance for 
the physician, family and employees. 


e Fellowship: Because of its voluntary membership, Southern 
Medical Association is made up of physicians drawn together by a deep 
interest in practicing better medicine. This common bond has made 
SMA noted for a friendliness and esprit de corps unique among medical 
organizations. 


WHO MAY BELONG 


Eligible physicians who are members in good standing of state and 
county medical organizations in: Alabama, Arkansas, District of Colum- 
bia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, Mis- 
souri, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, 
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More About Membership 


Virginia, West Virginia and eligible medical officers of the United 
States Army, Air Force, Public Health Service and Veterans Bureau 
on active duty. Also eligible American members of the Canal Zone 
Medical Society and the Puerto Rico Medical Association. 


ANNUAL DUES: 


Annual dues are $10.00, payable in advance. This includes a sub- 
scription to the Journal, all other benefits of membership, insurance 
programs available to members only and an outstanding complete gen- 
eral annual meeting. 


Southern Medical Association—Application for Membership 


Fill out and mail with check to Southern Medical Association, 2601 Highland Avenue, Birmingham 5, Ala. 


I desire to be enrolled as a member of the Southern Medical Association (which includes subscription to the Southern Medi- 
cal Journal) for which I enclose $10.00 to pay the first year’s dues, membership to continue until otherwise instructed (dues 
payable in advance). 


1 am a member in good standing of the. ..............65.8.%65-4.. County and..................State Medical Societies. 


Former member of Southern Medical Association? Yes] No 


MEMBERSHIP—The membership of this Association shall be limited to eligible members of the various state and local 
societies of the following states, viz: Alabama, Arkansas, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, 
Mississippi, Missouri, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, West Virginia, and eligible Med- 
ical Officers of the United States Army, Navy, Public Health Service and Veterans’ Bureau on active duty, and eligible American 
members of the Canal Zone Medical Society and the Puerto Rico Medical Association.—Art. III, Section 1, Constitution. 


5 
Ay 
t 
\ 
re 
a 
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Medi- 
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cieties. 


M.D. 
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CONTROL 


DIZZINESS... 
AND 
ELEVATE THE 
MOOD 


@ ® 
wth Dramamine-D” i} 
brand of dimenhydrinate with dextro-amphetamine sulfate | 


“Disturbances of balance resulting from vestibular disorders have long been known to lead 
to severe anxiety.’’* 


Vertigo—whether of organic or functional ealetan--sinails to leave depression in its wake. 
Dramamine-D is a therapeutic combination designed for treatment of the entire vertigo- 
reaction syndrome. Each tablet contains dimenhydrinate (50 mg.) to control dizziness, 
and Aa sce sulfate (5 mg.) to elevate the mood. 

*Pratt, R. T. C., and McKenzie, W.: Anxiety States Following Vestibular Disorders, Lancet 2:347 (Aug. 16) 1958. 


® 
Deanne | n e available as tablets, ampuls, liquid, suppositories 


Research in the Service of Medicine SEARLE 
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BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 


Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Jas. N. Brawner, JR., M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 
Associate Director 


Phone HEmlock 5-4486 


Washington Square 


LEA & FEBIGER - New Books and New Editions 


Atlanta, Georgia 


Visit Us At Booth 4 & 


Goldberger—Primer of Water, Electrolyte and 
Acid-Base Syndromes 

By EMANUEL GOLDBERGER, M.D., F.A.C.P., Columbia 
University, New York. 322 pages, 54" x 7%4”. 38 tables, 
charts and diagrams. New. $6.00. 


Dornette & Brechner—Instrumentation in Anesthesiology 
By WILLIAM H. L. DORNETTE, M.D., University of 
Tennessee College of Medicine, Memphis: and VERNE L. 
BRECHNER, M.D., University of California School of 
Medicine, Los Angeles. 242 pages. 130 illustrations. New. 
S800. 


Lewin—The Foot and Ankle 

Injuries, Diseases, Deformities, Disabilities. By PHILIP 
LEWIN, M.D., F.A.C.S., Emeritus, Northwestern University 
Medical School, Chicago. 6/2 pages. 339 illustrations. New 
4th edition. $14.00. 


Cozen—Office Orthopedics 


By LEWIS COZEN, M.D., F.A.C.S., College of Medical 
Evangelists, Los Angeles. 437 pages. 32/ illustrations. New 
3rd edition. $9.50. 


Herbut—Pathology 


By PETER A. HERBUT, M.D., Jefferson Medical College, 
Philadelphia; and 21 CONTRIBUTORS. 15/6 pages, 


7” x 10". 1506 illustrations on 758 figures and 6 plates in 
color. New 2nd edition. $18.50. 


Wohl and Goodhart—Modern Nutrition in 

Health and Disease 

By MICHAEL G. WOHL, M.D., Hahnemann Medical Col- 
lege and Hospital, Philadelphia; and ROBERT S. GOOD- 
HART, M.D., Columbia’ University School of Public 
Health, New York; and CONTRIBUTORS. New 2nd 
edition. Ready soon. 


LEA & FEBIGER 


November 16 to 19, 1959 — 


Gray's Anatomy of the Human Body 
By HENRY GRAY, F.R.S. Revised and Edited by 
CHARLES MAYO GOSS, M.D., Department of Anatomy, 
Louisiana State University, New Orleans. 1458 pages, 
7” x 10”, 1174 illustrations, mostly in color. New 27th 
(American Centennial) edition, $17.50. 


Fried—Tumors of the Lungs and Mediastinum ‘ 
By B. M. FRIED, M.D., F.C.C.P., Montefiore and Morri- 
sania City Hospitals, New York. 467 pages. 340 illustra- 
tions on 231 figures and 4 in color on 2 plates. 22 tables. 
New. $13.50. 


Katz, Stamler and Pick—Nutrition and Atherosclerosis 
By LOUIS N. KATZ, M.D... Cardiovascular Department, 
Medical Research Institute, Michael Reese Hospital; JERE- 
MIAH STAMLER, M.D., Chicago Board of Health; and 
RUTH PICK, M.D., Cardiovascular Department, Medical 
Research Institute, Michael Reese Hospital, Chicago. 
146 pages. 67 illustrations. New. $5.00, 


Joslin—Treatment of Diabetes Mellitus 

By ELLIOTT P. JOSLIN, 'M.D., HOWARD F. ROOT, 
M.D., PRISCILLA WHITE, M.D., and ALEXANDER 
MARBLF, M.D., New England Deaconess Hospital, Boston. 
798 pages. Illustrated. 153 tables. New 10th edition. $16.50. 


Joslin—Diabetic Manual 

For the Patient. By ELLIOTT P. JOSLIN, M.D., New 
England Deaconess Hospital; and Emeritus, Harvard Medi- 
cal School, Boston. 304 pages, 54" x 734”. 40 illustrations 
and I plate in color. 26 tables. New 10th edition. $3.75. 


Merritt—A Textbook of Neurology 

By H. HOUSTON MERRITT, M.D., Columbia Univer- 
sity, New York. 765 pages. 182 illustrations and 123 tables. 
New 2nd edition. $12.50. 


Philadelphia 6, Pa. 
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Products of Particular Interest 


to the Dermatologist 


Nivea® Creme—Nivea® Skin Oil 
Basis® Soap 
Elastoplast® 

Salicylic Acid Plaster 40% 


Aquaphor®—the better base 
for ointments . 


GELOCAST®—ready-to-use 
Unna Boot 


AVAILABLE AT YOUR PRESCRIPTION PHARMACY 


DU KE LABORATORIES, INC. 


SOUTH WORWALK, CONN., U. S. A. 


yes, any rheumatic“itis” calls for 


corticoid-salicytate 
compound 


4 
Schering 
| 
| 
| 


SOUTHERN MEDICAL JOURNAL OCTOBER 1959 


UO JUIIIV 


accent on portability 


AN ELECTROCARDIOGRAPH for maximum usefulness in your 
office examining room .. . and an electrocardiograph that you 
can easily take with you on anv call—are the reasons Sanborn 
Company developed the 100 Viso and 300 Visette ECG’s. 
Both produce permanent, easily interpreted, diagnostically accu- 
rate electrocardiograms. Both are simple to operate . . . and both 
will give stable, trouble-free operation year after year. But there are 
also these important differences: in the 18-pound Visette, every 
practical means is used to achieve the combination of extremely 
light weight, brief case size and “traveling” ruggedness. In the new 
100 Viso for office use, where instrument portability is not a prime 
requirement, the design includes such additional features as two 
recording speeds, three recording sensitivities, provision for record- 
ing other waveforms, and visual monitoring by an external oscillo- 
scope. 
Each of these companion ’cardiographs has individual emphasis in 
terms of portability and versatility. But both equally reflect the best 
principles of modern diagnostic instrument design. 


SANBORN COMPANY Mode! 300 Visette, 625 dollars. 
MEDICAL DIVISION Model 100 Viso, 850 dollars. 4 
175 WYMAN ST., WALTHAM 54, MASS. Delivered prices, continental U. S. A 
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avoid the risk of insoluble, irritating 
aspirin particles 


SO 

Chief a 

gastric 

and 

tritis,’"' 

tients ¢ 

and Cc 

isthe c 

8 case 

may be 

of 

Fig. 1 — Gastrectomy specimen ticulate 

from patient with chronic duo- tents. 

denal ulcer. Two regular aspirin gastrec 

tablets administered 45 min- aspirin 

utes prior to surgery. Each of mucos: 

these aspirin particles was Reactic 
found to be firmly adherent to 3 

the gastric mucosa, but not im- sive 8 

bedded within it, as often hap- occur | 

pens. Damage was found under particle 

each particle. One of 

come t 


Fig. 2 — Gastric mucosa, show- 
ing damage found under aspirin 
particle. At the center of the 
lesion is a deep, circular ero- 
sion. There is surprisingly little 
hyperemia surrounding the le- 
sion. This may be due to the 
early tying off of the gastric 
arteries during the operation. 
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CALURIN 


SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 


Chief among the drawbacks to aspirin usage is 
gastric intolerance. This ranges from mild upset 
and “heartburn’’ to severe hemorrhagic gas- 
tritis,"° and is particularly important in pa- 
tients on long-term, high-dosage therapy. Muir 
and Cossar report and reconfirm that aspirin 
is the causative factor in an average of 1 out of 
8 cases of gastroduodenal hemorrhage. This 
may be associated with the relative insolubility 
of aspirin, which results in its remaining in par- 
ticulate form after dispersion in gastric con- 
tents. Studies performed in conjunction with 
gastrectomy*> and gastroscopy? have shown 
aspirin particles firmly adherent to the gastric 
mucosa and imbedded between rugae (Fig. 1). 
Reactions varying from mild hyperemia to ero- 
sive gastritis (Fig. 2) have been reported to 
occur in the areas immediately around such 
particles.245° 


One of the methods designed to allay or over- 
come the irritating effect of aspirin on the gas- 


Salicylate blood levels more than twice as high 
within 10 minutes were found in a comparison 
between Calurin and plain aspirin.'? This inves- 
tigation with 12 subjects also showed that the 
salicylate levels persisted higher for at least two 
hours. These results are depicted in the above 


tric mucosa has been to mix the aspirin with 
antacids or buffers. A recent editorial in the 
British Medical Journal'® reviews the work of 
Batterman® and Cronk? and concludes: ‘‘Taken 
together, these two studies appear to dispose 
of the claims which have been put forward in 
support of buffered aspirin tablets.” 


Success in reducing the drawbacks of plain or 
buffered aspirin has been achieved with new, solu- 
ble Calurin. This is the freely soluble, stabilized 
calcium aspirin. The high solubility of Calurin 
assures faster, higher salicylate blood levels 
with virtually no risk of.damage to the gastric 
mucosa, such as local hyperemia and ulcera- 
tion. Calcium aspirin does not have the irritant 
action of regular aspirin‘ and it “‘...has certain 
advantages over acetylsalicylic acid in that it is 
more soluble in water, more readily absorbed, 
has less tendency to produce an albuminuria 
and is apparently less toxic...’""' 


— CALURIN 
— ASPIRIN 


40MIN. SOMIN, THR 2 
chart. In reporting comparative studies be- 
tween plain and buffered aspirin, Cronk? states: 
“The salicylic acid blood concentrations in the 
20 human volunteers after the administration 
of 0.6 gm. of buffered or nonbuffered acetyl- 
salicylic acid were essentially identical." 
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CALURIN is the aspirin of choice, especially 
when long-term therapy is indicated 


1. High solubility forestalls gastric irritation or damage. This advantage is of 
special importance in arthritis and other conditions requiring high-dosage, 
long-term therapy. 


2. Produces high salicylate blood levels rapidly for prompt analgesic, anti- 
pyretic, anti-arthritic effect. 


3. Sodium-free—another important advantage in long-term therapy. 


4. Flavored: can be chewed or dissolved in the mouth without water if desired 
—an advantage for patients requiring aspirin administration during the night 
and for pediatric patients. 


DOSAGE: Each tablet of Calurin is equivalent to 300 mg. (5 gr.) of acetylsalicylic acid. 
For relief of pain and fever, the usual adult dose of Calurin is 1 to 3 tablets every 4 
hours, as needed; in arthritic states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 
fever, 3 to 5 tablets 4 or 5 times daily. Children 6-12, one tablet, and children 3-6, 
one-half to one tablet every 4 hours as required. 


SUPPLIED: Bottles of 100 tablets. 


REFERENCES: 1. Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 
2. Douthwaite, A. H., and Lintott, G. A. M.: Gastroscopic observation of- the effect of aspirin and 
certain other substances on the stomach, Lancet 2:1222, 1938. 

3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. 
M. A. J. 80:47, 1959. 

4. Muir, A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 

5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 2:539, 1959. 

6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 

7. Bayles, T. B., and Tenckhoff, H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. 
Mtg. A. M. A., San Francisco, Calif., June, 1958. 

8. Batterman, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 
258:213, 1958. 

9. Cronk, G. A.: Laboratory and clinical studies with buffered and nonbuffered acetylsalicylic acid, 
New Eng. J. M. 258:219, 1958. 

10. Editorial: Aspirin plain and buffered, Brit. M. J. 1:349, 1959. 

11. Thompson, H. E., and Dragstedt, C. A.: The chemical and pharmacological properties of calcium 
acetylsalicylate, J. Am. Pharm. Assoc. 22:1096, 1933. 

12. Smith, P. K.: Plasma concentration of salicylate after the administration of acetylsalicylic acid 
or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of 
Pharmacology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. 


SMITH-DORSEY « a division of The Wander Company 
Lincoin, Nebraska 
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Overeatingweas Mrs. Hyde's substitute for the 
family life she used to have. The morning coffee 
klatsch carried her 'til the afternoon bridge game, 
when she nibbled on snacks until dinner. Now 
an Ambar #1 Extentab each morning controls 
her nibbling, while the temptations of social eat- 
ing are overcome with a timely supplementary 
Ambar Tablet, 3.33 mg. methamphe- 
tamine hydrochloride and % gr. phenobarbital. 


Obesityand Mrs. Adams seem inseparable. She 
has tried all the current diet fads her friends, rela- 
tives, and the newspapers tell her to try, and she 
Says they don’t work. She knows how unrelenting 
are the frustrations that drive her to overeating. 
She can use the more potent dose of the 15 
mg. methamphetamine hydrochloride with 1 gr. 


phenobarbital in Ambar #2 Extentabs.° 


AMBAR™ (methamphetamine and phenobarbital) 


SOUTHERN MEDICAL JOURNAL 


Overweight M's. Geller rebelled at the mo- 
notony of housekeeping chores and the antics of 
her school-age children added tension to boredom. 
Eating became an outlet for her emotions. A daily 
Ambar *1 Extentab,®an artful balance 
of 10 mg. methamphetamine hydrochloride and 
1 gr. phenobarbital, not only curbed her appe- 
tite, but by aiding in a renewal of creative inter- 
ests, tempered her reactions to minor irritations. 


Successful Mr. Holt runs a fine business and 
eats lunches and dinners in the best restaurants. 
He attacks his food with the same determination 
that made him a business success. Because eating 
is his outlet for the minor anxieties and frustrations 
of an active life, he has eaten his way into a health 
problem. An Assbazg regimen will help control 
his appetite and at the same time lift his mood. 


A.H.Robins Co.,Inc.Richmond 20,Virginia [Robins 
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It'S AS AS 1, 2,3 to use 


n Lil 


( HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYDRODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the 
therapy some patients require. 


Add or adjust other agents as required: HyprRoDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is . 
contemplated or being’used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg. and 50 mg scored tablets HYDRODIURIL (Hydrochlorothtazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 


HYDRODIURIL is a trademark of Merck & Co., INC. Trademarks outside the U. S * DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


&p MERCK SHARP & DOHME, Division of Merck & Co., Inc. Philadelphia 1, Pa. 
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TRANQUILITY 


New York 17,N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


(brand of hydroxyzine) 


RZ 
3 More favorapie State of Calm and tran? ae 
Wility, than any drug PreVious)* Used 
PLES 
tables °r one tsp Syrup tid: Over Years two 
j enteral Solution 10 ce, Vials 
i. Farah L.: Interna, Ree Me 
2 


inside the hétcell. Outside, protected behind the — 
five-foot thick window, the technician manipulates 
slave hands to load a Picker-encapsulated Cobalt 
60 source into its shipping container. 


This is the swing door 
that gives access to the 
_ Hotcell in the new Picker 
Research Center in Cleveland. Its 
looming mass (forty tons deadweight ) 
gives you some idea of the clifflike shield- 
ing required to contain the 1,000,000 cur- 


ot ies of radioactivity the cell can safely 
handle. 


Here will be “packaged” radiation ther- 
apy sources of customer-specified curie 
content or rhm output. To users of such 
sources this encapsulation service will 
bring many benefits. For one thing, a 
| large isotope inventory and rapid turn- 

over will make promptly available—and 
at attractive’ rates—radioisotopes other- 


The Picker Research Center at 1020 London Road in Cleveland. 


Hit has to do with RADIATION it has to do with 


million-curie hotcell 


wise scarce (good example at this writing 
is Cesium 137 ). For another, a brisk traf- 
fic in reencapsulation of used sources 
promises to appreciate the trade-in value 
of partially-spent material. 


Other areas of the Center—among them 
a “gamma garden”, a hot chemistry labor- 
atory, an instrumentation division for 
nuclear medicine—will be devoted to pure 
research: to seeking out new and better 
and safer ways of harnessing radiation to 
the service of medicine and industry. 


Next time you're in the Cleveland area 
come see the fascinating wonders and up- 
to-the-minute facilities of this new plant. 
The latchstring is always out. 
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.BETTER RESULTS THAN EVER BEFORE...”* 


OTITIS EXTERNA 


AND CHRONIC OTITIS MEDIA WITH 


OTOBIOTIC 


ANTIBIOTIC / ANTIFUNGAL EAR DROPS 


3.5 mg. neomycin (from ic / and 50 mg. sodium propionate per cc.— in 15 cc. dropper bottles. 
*Lawson, G. W.: Diffuse Otitis Externa and Its Effective Treatment, Postgrad. Med. 22:501, (Nov.) 1957. 


AN OTIC SPECIALTY OF WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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in eight years Novahistine hasn’t cured a single cold—but it has brought 


prompt relief of symptoms to almost 8,000,000 patients* 


With the introduction of Novahistine, a better and safer way to relieve symptoms of a cold became 
available to physicians. The synergistic action of the Novahistine formula ...combining an orally- 
effective vasoconstrictor with an antihistamine... promptly clears the air passages and checks irri- 
tant nasal secretions, NOVAHISTINE can eliminate the problem of rebound congestion and damage 
to nasal mucosa in patients who misuse topical applications. « For long-lasting ‘‘Novahistine Effect’’ 
prescribe Novahistine LP Tablets...which begin releasing medication as promptly as conventional 
tablets but continue bringing relief for 8 to 12 hours. Two Novahistine LP Tablets in the morning and 
two in the evening will effectively control the average patient's discomfort from a cold. Each tablet 
contains phenylephrine HCI, 20 mg., and chlorprophenpyridamine maleate, 4 mg. 

*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


aa PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. « Indianapolis 6, indiana 


Novahistine 


LONG-ACTING 
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“Doctor, | get so mad at everyone when | diet.” 


*‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 


When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


DEXAMYL* for most overweight patients 


(‘Dexedrine’ plus amobarbital) 


Tablets + Elixir » Spansule* sustained release capsules 


In listless and lethargic overweight patients—pexeoRINE} 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


= 76 OCTOBER 1959 

q ae 


TO 
AN ACID pH 


Mildly astrin 


soothing inflamed i 


Low surhize tension 
effectively penetrati ng 


vaginal folds 


“Clean” refresh ing odor 
assuring patient acceptance 


Valuabie adjunct in man- 


agement of 1 
chomonas, stay 


and Siteptococcus 
vagina! infections. 


i. 
: 


SOUTHERN MEDICAL JOURNAL OCTOBER 1959 


“Doctor, | get so mad at everyone when | diet.” 


‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 


When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


Y * 
DEXAM L for most overweight patients 


( Dexedrine’ plus amobarbital) 


Tablets - Elixir + Spansule* sustained release capsules 


In listless and lethargic overweight patients —DEXEDRINE} 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. + 1.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


— 

? = 

¥ 420: 223 
ae 8 | | 

fy 

a 


THE 

ACID VAGINAL DOUCHE 
BUFFERED 

TO 


Mildly astringent 
AN ACID pH 


soothing inflaned tissue 


Low surface tension 


effectively penetrating 
vaginal folds 


“Clean” refreshing odor 


assuring patient acceptance 


Valuable adjunct in man- 
agement of monilia, tri- 
chomonas, staphylococ- 

cus and streptococcus 


See reverse side for detail. vaginal infections, 
MASSENGILZI? 
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massengill 
powder 


The BUFFERED 
acid vaginal douche 


Medical dictionaries define it as a substance 
which, added to a solution, causes resistance to 
any change of hydrogen-ion concentration 
(pH) when either acid or alkali is added. 


The normal vagina has a pH of 3 to 4.5. This low pH inhibits growth of most 
pathogenic invaders. Usually, an infection will cause the pH to rise to the neutral 
or alkaline range which favors the multiplication of pathogens. 


The alkaline mucosa neutralizes a simple, unbuffered acid douche, like vinegar, 
within 30 minutes. 


In contrast, the buffered acid douche solution of Massengill Powder (pH 3.5-4.5) 
resists neutralizing. The normal, low pH is maintained for 4 to 6 hours and as long 
as 24 hours in recumbent patients. This low pH inhibits the propagation of monilia, 
trichomonas vaginalis and pathogenic bacteria. However, the beneficial Déderlein 
bacillus thrives in this pH range. 


ASSENGILL COMPANY} 


Bristol, Tennessee * New York * Kansas City * San Francisco 
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HOUSE-CALL 
ANTIBIOTIC 


COSA-SIGNEMYCIN, 


glucosamine-potentiated tetracycline with triacetyloleandomycin 


e wide range of action is reassuring when culture and 
sensitivity tests are impractical 


e effectiveness demonstrated by use in more than 6,000,000 
patients since original product introduction (1956) 


Capsules Oral Suspension Pediatric Drops 
(green & white) (raspberry-flavored)  (raspberry-flavored) 
125 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with: 
250 mg. per teaspoonful (5 cc.) calibrated dropper), 


5 mg. per drop (100 mg. 
per cc.) 


A Professional Information Booklet providing complete details 
on Cosa-Signemycin is available on request. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Ine., Brooklyn 6, N.Y. 


| | | 
| 
| 
| 
| 
| 
| 
a 
| 
} 
4 
ce 
| 
¢ ‘a | 
} 
| 
| 
| 


i 


e 
massengill : 
- What is a BUFFER? 
owd Medical dictionaries define it as a substance 
e which, added to a solution, causes resistance to ( 
° any change of hydrogen-ion concentration gh 
The BUFFERED * (pH) when either acid or alkali is added. 
acid vaginal douche 
The normal vagina has a pH of 3 to 4.5. This low pH inhibits growth of most “ 


pathogenic invaders. Usually, an infection will cause the pH to rise to the neutral 
_or alkaline range which favors the multiplication of pathogens. 

The alkaline mucosa neutralizes a simple, unbuffered acid douche, like vinegar, 
within 30 minutes. 

In contrast, the buffered acid douche solution of Massengill Powder (pH 3.5-4.5) 
resists neutralizing. The normal, low pH is maintained for 4 to 6 hours and as long 
as 24 hours in recumbent patients. This low pH inhibits the propagation of monilia, 
trichomonas vaginalis and pathogenic bacteria. However, the beneficial Doderlein 
bacillus thrives in this pH range. 


THE S.E. ASSENGILL 


Bristol, Tennessee * New York * Kansas City * San Francisco 
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sig e wide range of action is reassuring when culture and 
aa sensitivity tests are impractical 


e effectiveness demonstrated by use in more than 6,000,000 
patients since original product introduction (1956) 


Capsules Oral Suspension Pediatric Drops 
(green & white) (raspberry-flavored) (raspberry-flavored) 
125 mg. 2 oz. bottle, 125 mg. 10 ce. bottle (with 
250 mg. per teaspoonful (5 cc.) calibrated dropper), 
5 mg. per drop (100 mg. 
per cc.) 


A Professional Information Booklet providing complete details 
on Cosa-Signemycin is available on request. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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Wa t] Continued from page 1265 
t aches have lit e Department, having succeeded Dr. James Rice jp ts 
January. 
[yler ecorralled ... The University of Mississippi School of Medicine 
: in Jackson has added eight new faculty members, 


Seven are physicians and their names are as follow; 
Drs. Joel Brunson, Professor of Pathology and Chair. am 
man of the Department; Robert Gatling, Associate 
Professor of Pathology; H. L. Gee, Associate Professor 
of Anesthesiology; Darrel Smith and David Watson, ¢— 
both Assistant Professors of Pediatrics; Richard Klein Be 
and Arthur Briggs, Assistant Professors of Pharma. rs 
= cology; and Leo Scanlon, Instructor in Clinical Labo. | 
= ratory Science. 


MISSOURI 


Dr. M. Pinson Neal, Professor Emeritus of Path- 
ology at the University of Missouri Medical Center, 
was elected as the first “Honor Member” of the 
Missouri Society of Pathologists. 


New appointments at the University Medical School 
are: Dr. Addison M. Duval, Clinical Professor of 


1° Psychiatry; Dr. Ian Murchie Thompson, Associate 


Professor of Surgery (Urology); Dr. Carl Herman 
Almond, Assistant Professor of Surgery; Dr. Alfred 
Karl Baur, Clinical Assistant Professor of Psychiatry; 


Dr. Louis Belinson, Clinical Assistant Professor of i 


eee pediatric antipyretic-analgesic eee Psychiatry; Dr. Francis John Tartaglino, Clinical As 


sistant Professor of Psychiatry; and Dr. Charles H. j 


gets him back 
on the trail 150,000 PHYSICIANS 


THE WORLD OVER DEPEND ON 
Tylenol rides hard on pain THE INTEGRITY BEHIND THIS NAME : 


and fever—without upsetting 
stomachs. The /irsi pediatric | Bl RICH ER 
dosage form of acetamino- 
DEFIBRILLATOR ~HEARTPACER 
ELECTROSURGICAL UNITS 
phen, Tylenol is available as: HOSPITAL-CLINIC-OFFICE ~ | 
ULTRASONICS DIATHERMY 
TYLENOL ELIXIR—120 mg.(2 gr.) 
per 5 cc.; bottles of 4 and 12 fl. oz. ———GALVANIC UNITS. : 
ELECTROMUSCLE STIMULATOR 
TYLENOL DROPS —60 mg. (1 gr.) 


per 0.6 cc.; 15 cc. bottles with calibrated 


plastic dropper. _THE FAMOUS HYFRECATOR 


Los Angeles 32, California 


McNEIL 


McNEIL LABORATORIES, INC. 
Philadelphia 32, Pa. 
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DEXAMETHASONE 


treats 


Of 45.a hritic patients 


ho were ref act 


ry 


ticosteroids* 


were successfully 


treated with Deeadron™ 


| 1. Boland, E. W., and Headley, N. E.: Paper read before the 
{ 1 Am. Rheum. Assoc., San Francisco, Calif., June 21, 1958. 
' 2. Bunim, J. J., et al.: Paper read before the Am. Rheum. Assoc., 


77) San Francisco, Calif., June 21, 1958. 
*Cortisone, prednisone and prednisolone. 


;  DECADRON is a trademark of Merck & Co., Inc. 
: Additional information on DECADRON is available to physicians on request. 


Sharp & Dohme 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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[more patients more effectively... 


Acetazolamide Lederle 


SINGLE 


DRUG CONTROL 
OF SIMPLE 
EDEMA 


DIAMOX mobilizes excess tissue fluids through simple but 
dynamic bicarbonate-transport regulation. Inhibiting the enzymatic 
action of carbonic anhydrase, DIAMOX blocks renal reabsorption 
of bicarbonate, sodium and water and reroutes them into 

excretory channels. 


In most simple edema, one DIAMOX daily produces ample 
diuresis... nontoxic and nonirritating to renal or gastric 

areas; no notable changes in blood pressure or electrolyte balance. 
Because DIAMOxX is rapidly excreted, dosage is easily adjusted 
and does not interfere with sleep. 


cardiac edema - premenstrual tension - edema of pregnancy ° 0bés! 


DYNAMIC IN BOTH BASIOr 
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SIDIURETIC REGIMENS 


the HCO; regulating diuretic 


DOUBLE 
DRUG CONTROL 
FOR INTENSIVE 

DIURESIS 


Alternating DIAMOX with chloride-transport regulating diuretics achieves 
more dynamic diuresis than with either alone. By counterbalancing the 


tendency of these agents to produce systemic alkalosis, 
DIAMOX helps potentiate the diuretic effect, lessen risk of acquired 
tolerance and prolong intensive diuresis. 


vanced congestive heart failure - refractory toxemia of pregnancy 


ALSO EXCEPTIONALLY VALUABLE IN GLAUCOMA AND EPILEPSY 


Although mode of action has not been exactly defined in either instance, 
clinical experience has repeatedly proved DIAMOX a well tolerated, efficient 
means of reducing intraocular pressure in glaucoma and controlling 

cy + obesi Seizures in both young and adult epileptics. 


DE 
RLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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antibiotic resistant STAPHycococei are killed by 


EPH Fe A NIE in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical dressings Wound irrigation e Sterile 
storage of instruments e Furniture, wall, and general sickroom disinfection ¢ Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, beet 
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COMPREHENSIVE. 
THREE-LEVEL TREATMENT 


OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
s including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 
by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


benactyzine + meprobamate 


® confirmed efficacy 
= documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contains 1 mg. benactyzine HCl 
: and 400 mg. meprobamate 


(fff WALLACE LABORATORIES + New Brunswick, N. J. 
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NEW AND EXCLUSIVE. ...the only 5-action 


one-tablet treatment. .. for comprehensivg 
control of your asthma patients, prescribe 


THESE BY A 
DISTURBING. ‘APPROPRIATELY ONE TABLET 
PHENOMENA CONTROLLED FORMULA: 


Bronchodilator Ephedrine sulfate, 24 mg. 
2 Local bronchial edema Diuretic 


Theophylline, 100 mg. 
3. Allergic complications > Antihistaminic Thenyldiamine HCI, 10 mam 


5. Anxiety: tension Sedative Phenobarbital, 8 mg. 


CLINICALLY PROVEN-good' to excellent results in 91% of 593 patients." q 
WELL TOLERATED-side effects in these studies mild and temporary-incidence only 4.7%eaaam 


INDICATIONS-For prevention or relief of the symptoms of allergic asthma, asthmatic Slim 
chitis, chronic bronchitis with emphysema, emphysematous bronchospasm. Also foram 


relief of bronchial asthma associated with hay fever, allergic rhinitis and nonseasonal Ujam 
respiratory allergies. 


DOSAGE-Adults: one tablet every 3 or 4 hours, four to five times daily. Children over sit 
one half the adult dosage. Available at all pharmaciter 


FOR PROMPT EMERGENCY RELIEF BRO N KEPH Wi N EF nll 


inephrine-Breon —10 cc. vials 2 mg./cc.) 


.. far more than a substitute for epinephrine... 


GEORGE A. BREON & CO., NEW YORK 18, NEW YORK 


1, Personal communication. 2. Foland, J. P.: Postgrad. Med. 18:397 (Nov.) 1955. 
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remarkable lack of side effects 


In more than 3,000 carefully-followed patients, Mellaril has been 
almost completely free of such major side effects as jaundice, 


extrapyramidal symptoms, Parkinsonism, blood dyscrasia, dermatitis 


even when given in quantities far in excess of the usual dosage. 


“POVERTY” OF SIDE EFFECTS 

“The most striking aspect of thioridazine [Mellaril] 
therapy is the poverty of side effects....In its lack of 
side effects and low toxicity, it is superior to all other 
tranquilizing drugs tested. For this reason also it is well 
tolerated by patients, particularly those who are not 
hospitalized and who frequently discontinue their medi- 
cation because of dizziness, sleepiness, increased tension 
or parkinsonism with other drugs.” * 


NEGLIGIBLE SIDE EFFECTS 

“Side effects were negligible at all dosage levels: no 
incidence of parkinsonism or other extrapyramidal 
symptoms. Minimal sedation, on the whole lower than 
with other tranquilizing agents. No alteration in liver 
function, urine or blood. No photosensitivity. Patient 
acceptability was exceptional: lack of drowsiness, leth- 
argy or ‘washed out’ feeling, permitted patients to carry 
on normal everyday activities. Orthostatic hypotension 
was absent. The initial ‘keyed up’ tense feeling common 
to other drugs of this type was absent. ... Patients forced 
to interrupt treatment with other phenothiazine deriva- 
tives because of parkinsonism or other extrapyramidal 
symptoms were able to continue therapy with thiorida- 
zine without appearance of parkinsonism.” 


SINGULARLY FREE OF SIDE EFFECTS 
“The extrapyramidal syndrome was not encountered in 


any of its forms. Dizziness and sleepiness responded to: 
reduction in dosage. Other side effects did not occur..., 
It is singularly free from the side effects ordinarily sen 
with these [phenothiazine] compounds.” 


ABSENCE OF SIGNIFICANT SIDE EFFECTS 
“None of the following toxic effects, so common afte 
administration of the phenothiazines, was present during 
the period of Thioridazine administration: Parkinson. 
ism or Parkinson-like symptoms, photosensitivity, ortho 
static hypotension, bone-marrow depression.”! 


MINIMAL SIDE EFFECTS 

“Side effects such as extrapyramidal activity, jaundice 
and photosensitivity have not been observed in patients 
treated with Thioridazine [Mellaril]. Extrapyramidal 
side effects produced by other phenothiazines have 
disappeared promptly with no deterioration in the be 
havioral response when these patients have been shifted 
to Thioridazine.”® 


NO JAUNDICE 
“No allergic reactions were observed such as skin erup 
tions, jaundice or agranulocytosis. Central nervous 
system toxicity, as manifested by extrapyramidal effects, 
seizures, and excitement did not occur despite the ue 
of high doses (up to 2000 mg.) of the drug.”® 
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anew advance in tranquilization: 
greater specificity of tranquilizing action plus fewer side effects 


Of 109 phenothiazines synthesized by Sandoz, Mellaril was 
SCH, selected as the most promising on the basis of extensive eval 
ation. The presence of a thiomethyl radical (S-CH,) in the 
position conventionally occupied by a halogen in other pheno- 


he oh thiazines is unique and could be responsible for the relative 
N absence of side effects and greater specificity of psychothera- 
| peutic action. This is shown clinically by: 
CH, 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. This 
MELLARIL is evidenced by a lack of appreciable anti-emetic effect. 


PSYCHIC 3 


9 Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


inimal suppression of vomiting 


ittle effect on blood pressure 
nd temperature regulation 


3 A notable absence of extrapyramidal stimulation. 


4 Lack of impairment of patient’s normal drive and energy, 


ti pening of blood pressure while achieving psychomotor control in 
nervous sys emperature regulation 
mental and emotional disorders. 


g suppression of vomiting 


photosensitivity, skin eruptions, disturbed body 
nquilizers 
temperature regulation, blood forming disorders have been 
absent in reports currently available. 


These properties add up to a greater margin of safety in general office practice, 
in ambulatory psychiatric out-patient clinics, and in hospitalized patients. 
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excellent clinical response 


In office practice and in hospitalized patients, Mellaril has proved 
highly useful for a wide variety of major and minor emotional 
disorders (such as anxiety, tension, apprehension, alcoholism, 
agitated psychoneurosis, agitated psychotic states, etc.). 


EXTREMELY SATISFACTORY “. . . produced extremely satisfactory results 


in the broad therapeutic range represented in this series.” 


POTENT AGENT “... appears to be a potent agent in the symptomatic 


management of a variety of psychiatric states.” * 


MAJOR ADDITION TO THERAPEUTICS “This drug appears to represent a 
major addition to the safe and effective treatment of a wide range of psychological 


disturbances seen daily in the clinics or by the general practitioner. 


AN ACTIVE AGENT “Thioridazine is an active therapeutic agent. . . . 

It is effective in a variety of psychiatric disorders, including schizophrenic 
reactions. .. . The drug is particularly advantageous for a group of schizophrenic 
patients who are sometimes made worse by other phenothiazine 

derivatives or Rauwolfia alkaloids. It should also be suitable for treating patients 


with psychoneuroses and chronic brain syndrome.” ® 


EVEN IN VERY SEVERE CASES “Of the 152 patients treated 25 have been 
released and they have not suffered a relapse. This proportion is significant 

if we stop to consider that we are dealing only with acute cases which had been 
considered hopeless and obviously destined to finish their days in an asylum.” 


EXCELLENT THERAPEUTIC RESPONSE “Patients with emotional 
tensions resulting from the stress and strain of life... were treated with 
Mellaril at the dosage level of 10 mg. three times daily. 

In 94 such patients, 83 obtained an excellent therapeutic response.” ® 
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extremely satisfactory results...” 


in a Clinical spectrum ranging from 
minor nervous diso:ders to 
severe psychotic disturbances: 


RESULTS WITH MELLARIL IN 194 PATIENTS? 


ACUTE PSYCHOTICS 


83% satisfactory effect 


CHRONIC PSYCHOTICS 


68% satisfactory effect 


Some cases had complete re- 
mission of symptoms. Most 
were able to return home to 


Relief of symptoms in cases 
permitted easier management 
and a return to a more or less 


useful occupations. 


useful life. 


NEUROTICS 


57% satisfactory effect 


Some cases, complete relief of 
symptoms. Other cases, partial 
relief of symptoms. 


RESULTS WITH MELLARIL IN PATIENTS PREVIOUSLY TREATED WITH OTHER TRANQUILIZERS® 


VERY 
DIAGNOSTIC CATEGORY IMPROVED SATISFACTORY SATISFACTORY UNSATISFACTORY 
% % % % 
SCHIZOPHRENIA 
Acute 89 61 28 11 
Chronic paranoid 84.2 31.6 52.6 15.8 
Chronic, other 73.9 21.7 §2.2 26.1 
Residual 57.1 9.5 47.6 42.9 
CHRONIC BRAIN SYNDROME 66.6 33.3 33.3 33:3 
CHRONIC PSYCHONEUROSIS 62.5 12.5 50 37.5 
CHRONIC PSYCHOSOMATIC 
DISORDERS 75 95 50 25 
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a guide to administration and dosage 


Dosage ranges from 10 mg. three or four times a day in turbed hospitalized psychotics, dosages of 200 to 34) 


milder situations to 25 mg. three or four times a day mg. three times a day may be administered. 
for more disturbed patients. In ambulatory psychiatric Dosage must be individualized according to the conj 
out-patients, dosages of 50 to 100 mg. three or four tion and degree of response. In all cases, the smalls 
times a day have been found adequate. For severely dis- effective dosage should be determined for each patien, 
INDICATION USUAL STARTING DOSE TOTAL DAILY DOSAGE RANGE 
ADULTS 


Mental and Emotional Disturbances: 


MILD —where anxiety, apprehension 
and tension are present 10 mg. t.i.d. 20-60 mg. 


MODERATE — where agitation exists 

in psychoneurosis, alcoholism, 

intractable pain, senility, etc. 25 mg. tii.d. 50-200 mg. 
SEVERE—in agitated psychotic 

states as schizophrenia, manic 

depressive, toxic psychoses, etc.: 


Ambulatory 100 mg. tid. 200-400 mg. 
Hospitalized 100 mg. tid. 200-800 mg. 
CHILDREN 
BEHAVIOR PROBLEMS IN CHILDREN 10 mg. t.i.d. 20-40 mg. 
PRECAUTIONS: Although possessing a unique structure particular, he should watch for potential hemopvi 
and a selectivity of action which broadens its therapeutic depression, jaundice or orthostatic hypotension. As vi 
ratio, the physician should be alert to the possibility of other phenothiazines, Mellaril is contraindicated 
untoward reactions in certain susceptible individuals. In severely depressed or comatose states from any cause. 


SUPPLIED: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. Bottles of 100. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 1959. 2. Kinross-Wright, V. J.: Lecture, Cli 
Meeting, American Medical Association, Minneapolis, Dec. 4, 1958. 3. Kinross-Wright, V. J.: Scientific Exhibit, Clinical Meeting, American Medical 
ation, Minneapolis, Dec. 2-5, 1958. 4. Cohen, S.: TP-21, a new phenothiazine, Am. J. Psychiat. 115:358, Oct. 1958. 5. Glueck, B.: Scientific Exhibit, A 
Psychiatric Association, Philadelphia, April 27-May 1, 1959. 6. Hollister, L. E., and Macdonald, B. F.: Presented at California Medical Association; Sectim 
Psychiatry, San Francisco, Feb. 25, 1959. 7. Remy, M.: Schweiz. med. Wchnschr. 88:1221, Nov. 29, 1958. 8. Freed, S. C., in discussion on Thioridazine (M 
in Psychiatric Patients, Hollister, L. E., and Macdonald, B. F., presented at California Medical Association; Section on Psychiatry, San Francisco, Feb. 25, 


¢ controls neurotic and psychotic patients with anxiety, apprehension, nervous tension 
e virtual absence of jaundice, parkinsonism, photosensitivity, dermatitis 
e minimal sedation and drowsiness 


e does not mask organic conditions such as brain tumors, intestinal obstruction, ete., 


because of lack of anti-emetic action 
¢ increased specificity of action results in greater safety at all dosage levels 


SANDO 


t 

: ve 

‘ 

i 

i 
: | 4 | 

j 
: i 
‘ 
; 

: 

: 
| 

specific. effective tranquilizer + safer at all dosage levels 


ANGE 


hemopoiei 
sion. As Wi 
indicated 
any cause. 


: Lecture, Clin 
an Medical 

Exhibit, Amen 
ciation; Section 
ridazine (Mellin 
isco, Feb. 25,18 


ion 


SANDO 


VOLUME 52 


SOUTHERN MEDICAL JOURNAL 


see how this new 
comprehensive 


formula g 
controls 


cough! 


~DIMETANE® 
EXPECTORANT 


Each 5 cc. (1 teaspoonful) — / L 
Parabromdylamine Maleate ome r 
Phenylephrine HCI m 
Phenylpropanolamine HCl 5.0 | 
Glyceryl Guaiacolate 100.0 | 
Alcohol 3.5 per cent de 
In a palatable aromatic base \ | 
CAUTION: \ | 
Federal law prohibits dispensitg 
without prescription. \ 
Average Dose: \ 
Adults— 
1 to 2 teaspoonfuls four times a day \ 
Children— \ 
One-half to 1 teaspoonful three \ 
or four times a day. \ 
ADDITIONAL INFORMATION TO PHYSICIANS 
ON REQUEST 


- 


A.H. ROBINS CO. Inc. 
RICHMOND, VIRGINIA 


\ 
— 


the antihistamine 
most likely to succeed 

two highly approved | 
decongestants 
J 


the expectorant 
that works best— 
increases respiratory | 
tract fluid almost 200% ! 

a4 


for less frequent, more productive T es 


DIMETANE EXPECTORAN Te 


with added dihydrocodeinone 
1.8 mg./5 cc. when 
additional cough suppressant 
action is needed 


4 
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artamide 


THE SAFE ANTI-ARTHRITIC AND ANTIRHEUMATIC THAT CONTAINS THE 
IMPORTANT PLUS OF ORGANIDIN® FOR THE FURTHER CONTROL OF IN- 
FLAMMATION AND TO AID IN THE RESORPTION OF NECROTIC TISSUE 


Sodium-free, potassium-free ARTAMIDE is especially valuable 
when clinical judgment precludes steroid therapy. ARTAMIDE 
provides higher salicylate blood levels' with lower dosage. 
Antirheumatic, anti-inflammatory, analgesic... ARTAMIDE aids 
normal corticosteroid activity. The inclusion of ORGANIDIN, the 
smoother, safer, organically bound iodine, greatly increases 
the effectiveness of the arTamipe formula by stimulating the 
resorptive processes? and further controlling inflammation. 
ARTAMIDE provides symptomatic relief as well as important 
gains in functional capacity for many patients who cannot 
tolerate corticosteroids. 


Each artamipe tablet contains: Salicylamide 0.25 Gm. (4 gr.); Para-amino- 
benzoic Acid 0.25 Gm. (4 gr.); Ascorbic, Acid 20.0 mg. (4% gr.); 
ORGANIDIN® (iodinated glycerol) 20.0 mg. (4 gr.). 

DOSAGE: 2 tablets 3 or 4 times daily. Requirements may vary according 
to the response of the patient. suppiiep: artamiDE Tablets, bottles of 100 
and 500. rererences: 1. Chambers, James O.: Clinical Medicine, 61:3 
(1954) pp. 203-205. 2. Salter, W. T.: A Textbook of Pharmacology, p. 603, 
W. B. Saunders Co. (1952). 


write: Professional Service Department for literature and trial supply. 


WAMPOLE LABORATORIES, STAMFORD, CONNECTICUT 
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respiratory 
infections... 


the new 3 alternative 


MADRIBON 


Backed by the fastest growing bibliography of any anti-infec- 
tive agent, Madribon is already widely established as the 
new alternative because (1) it quickly controls the infection 
—in more than 90% of reported cases, including some due 
to resistant strains; (2) jt is safe—less than 2% side effects, 
generally of a mild nature; (3) jt is economical. 


MADRIBON® — 2,4-dimethoxy-6-sulfa- 


nilamido-1, 3-diazine NOW...for pediatric practice 
MADRIBON Pediatric Drops 
AND... when q.i.d. dosage 
LABORATORIES is desirable MADRIQID 


Division of Hoffmann-La Roche Inc. 
Nutley 10, N.J. [125-mg capsule form of Madribon] 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 

soothes the agitated mind 
4 and calms the G-I spasm 

~ through the central effect 

of phenobarbital and the 
synergistic action of 
fixed proportions 
of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


BARB 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES C; & COM PANY, Richmond, Virginia 


OCTOBER 1959 


88 
i 
5 
x 
Yo = 
; 
a 
: 
% 
Dy 


VOLUME 52 


SOUTHERN MEDICAL JOURNAL 89 


they deserve 


Vitamin- Mineral Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


corticoid-salicylate 
compound 


yes, any rheumatic“itis”’calls for 


TABLETS 
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The Medical College of Georgia 


and 


The Medical College of Georgia Foundation, Inc. 


Present 
Your Fall Postgraduate Courses: 


Electrolytes 


October 13, 14, 15, 1959 

A practical review of the major disturbances in fluid 

and electrolyte balance. 

Coordinator: Dr. Thomas Findley; Guest Faculty: Dr. 
Elbert P. Tuttle, Emory University, and Director, Ga. 
Heart Association Laboratories for Cardiovascular 
Research, Grady Hospital Atlanta. Dr. James D. 
Hardy, Chairman, Department of Surgery, University 
of Mississippi Medical Center, Jackson. Dr. James 
Edwin Wood, Jr., Professor of Internal Medicine, 
University of Virginia, Charlottesville. 


Fractures In General Practice 


December 1, 2, 3, 1959 

The diagnosis and treatment of the more common 

fracture problems. 

Coordinator: Dr. Flovd E. Bliven; Guest Faculty: Dr. 
William F. Enneking, Director, Div. of Orthopedic 
Surgery, University of Mississippi Medical Center, 
Jackson. Dr. Jack Hughston, Consultant, Ga. State 
Crippled Children’s Division, Columbus. 

Each course is limited to a small group to promote 

close faculty-participant contact. 

Each course acceptable for 18 hours credit, Category I, 

American Academy of General Practice. 

Fees will be $50 for each course, payable at time of 

formal application. 

APPLY: Dr. Claude-Starr Wright, Department of Con 
tinuing Education, Medical College of Georgia, 
Augusta, Georgia. 
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Continued from page 78 


White, Clinical Assistant Professor of Anesthesiology. 

Drs. Lee Duncan Hanes and Robijn K. Hornstra 
have been appointed Clinical Instructors in Psychiatry 
at the University of Missouri Medical Center. 


NORTH CAROLINA 


Dr. C. Nash Herndon, Professor of Preventive 
Medicine and Medical Genetics at Bowman Gray 
School of Medicine, is a member of the ad hoc ad. 
visory group to assist the Committee on Scientific 
Activities of the Board of Trustees of the American 
Medical Association. 

Dr. Dennis W. Biggs, Jr., has been appointed Staff 
Physician at the North Carolina Cancer Institute, 
Lumberton. 

The following physicians were certified by the 
American Board of Obstetrics and Gynecology te. 
cently: Drs. V. B. Walt Cherny, Durham; Patricia 
A. Lawrence, Charlotte; Edgar W. Lyda, Asheville; 
Joseph B. McCoy, Charlotte; William J. May, Winston- 
Salem; John H. Monroe, Winston-Salem; and Mary J. 
Smith, Kinston. 

Dr. Kerr L. White of the University of North Caro- 
lina has been awarded a Commonwealth Fund Ad- 
vanced Fellowship for a year’s study and research in 
Great Britain and Europe. He is Associate Professor 
of Medicine and Preventive Medicine. 

On October 16, 1959, Dr. Charles L. Martin of 


Continued on page 94 


If she needs nutritional support... she deserves 


GEVRAL 


Vitamin -Mineral Supplement Lederle Lederie 


CAPSULES —14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, @ Division of AMERICAN CYANAMID COMPANY 


Pearl River, New York 
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Now —All cold symptoms 
can be controlled 


timed-release 


Controls congestion 
with Triaminic,!:?;3 the leading oral 
nasal decongestant. 


Controls aches and fever 
with well-tolerated APAP, non-addic- 
tiveanalgetic*and excellentantipyretic.® 


Each TUSSAGESIC Tablet provides: 


TRIAMINIC® 50 mg. 
(phenylpropanolamine HC) ................ 25 mg. 
pheniramine maleate .................::00 12.5 mg. 
pyrilamine maleate ..................::000 12.5 mg.) 
Dormethan 
(brand of dextromethorphan HBr).......... 30 mg. 
APAP (N-acetyl-p-aminophenol) ................ 325 mg. 


References: 1. Lhotka, F. M.: Illinois M. J. 112:259 
(Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. Monthly 37:460 
(July) 1958. 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 
1958. 4. Bonica, J. J.: in Drugs of Choice, Mosby, St. 
Louis, 1958, p. 272. 5. Dascomb, H. E.: in Current 
Therapy, Saunders, Phila., 1958, p.78. 6. Bickerman, H. 
A.: in Drugs of Choice, Mosby, St. Louis, 1958, p.547. 


Controls cough centrally 

with non-narcotic Dormethan, possess- 
ing “amply demonstrated” antitussive 
activity,® as effective as codeine. 


Liquefies tenacious mucus 
with terpin hydrate, classic expectorant. 


Prompt and prolonged relief because of 
this special “timed release” design: 


first —the outer layer 
{ dissolves within minutes to 
give 3 to 4 hours of relief 


> 


then—the inner core 
releases its ingredients 
to sustain relief for 3 to 
4 more hours 


Dosage: One tablet in the morning, midafternoon 
and at bedtime. Pediatric dosage chart for 
Tussagesic Suspension available on request. 


TUSSAGESIC SUSPENSION provides palatability and convenience which make it 
especially attractive to children and other patients who prefer liquid medication. 


SMITH-DORSEY ~ a division of The Wander Company « Lincoln, Nebraska 
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New revitalizing tonic 
brightens 
the second halt of life! 


A sense of frustration and inadequacy, faulty nutrition, waning 
gonadal function—RITONIC meets all these problems of middle age and 
senile let-down. The unique combination of RITALIN, the 

safe central stimulant, with a balanced complement of vitamins, calcium, 
and hormones acts to renew vitality, re-establish hormonal 
and anabolic benefits, and improve nutritional status. 


“We found Ritonic to be a safe, effective geriatric 
supplement...”! “Patients reported an increase in 
alertness, vitality and sense of well being.” 


PRESCRIBE RITONIC 
for your geriatric patients, your middle-aged patients and your postmenopausal patients. 


Each Ritonic Capsule contains: 


Ritalin® hydrochloride 
methyltestosterone 1.25 mg. y Remember “A 
ethinyl estradiol 5 micrograms a S S Y 
thiamin (vitamin B,) 5 mg. ERPAS iL ‘ 
riboflavin (vitamin B:) 1 mg. 
pyridoxin (vitamin B.) 2 mg. the 
vitamin B12 activity 2 micrograms 
nicotinamide 25 mg. : 
dicalcium phosphate 250me; 


Dosage: One Ritonic Capsule in mid-morning and one in mid-afternoon. 
Supplied: Ritonic CAPSULES; bottles of 100. 


References: 1. Natenshon, A. L.: J. Am. Geriatrics Soc. 6:534 (July) 1958. 
2. Bachrach, S.: To be published. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


Cc B A SUMMIT, J. 
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women of 
childbearing 
and growing 
children... 
may be 


OVERDRAWN 
AT THE 
BLOOD 

BANK 


Women of menstrual age and 
growing children have higher iron 
requirements than other individ- 
uals. Hence iron-deficiency ane- 
mias occur most often in these 
groups. Many clinicians recog- 
nize that most women need a 
hematinic for six weeks each year 
during reproductive years. 


Livitamin, with peptonized 
iron and B complex, offers an 
excellent formula to restore de- 
pleted iron reserves in both adults 
and children. Peptonized iron is 
well absorbed and stored, and 
better tolerated than ferrous sul- 
fate. B complex and other fac- 
tors provide nutritional support. 


FIRCJ BANIK 7 
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LIVITAMIN 


FORMULA: Each fluidounce seas 
leon peptonized 420 mg 
(Equiv. in elemental iron to 71 mg.) 


Manganese citrate, soluble 158 mg. 
Thiamine hydrochloride 10 mg. 
Riboflavin = mg. 
Vitamin Biz Activity 


(Oerived from Cobalamin 
Nicotinamide 


Pyridoxine hydrochloride 1 mg. 
Pantothenic acid 5 mg. 
Liver fraction 1 2 Gm. 
Rice bran extract 1Gm 
Inositol 30 mg. 
Choline 60 mg. 


WRLIED IN LIQUID OR CAPSULE. 


with Peptonized Iron 


The S.E. BWHASSENGILL Company 


BRISTOL, TENNESSEE @ NEW YORK e KANSAS CITY e SAN FRANCISCO 
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Livitamin assures patient acceptance because it is highly 
palatable. Peptonized iron provides a virtually predigested 
form of iron. Recent studies* show peptonized iron has 
these advantages: 


e Rapid response in iron-deficiency 
anemias 


e Non-astringent 
e Absorbed as well as ferrous sulfate 


e Better gastric toleration than fer- 
rous sulfate 


e Less constipating than ferrous 
sulfate 


... the preferred hematinic 


*Keith, J.H.: Utilization and Toxicity of 
Peptonized Iron and Ferrous Sulfate, Am. J. 
Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


The S.E. BWBASSENGILL Company 


NEW YORK e KANSAS CITY e SAN FRANCISO 
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in your hospitalized patient 
Compazine* offers 


4 beneficial effects 


e relieves anxiety and tension 

¢ controls nausea 

* stops postoperative vomiting 

* eases emotional stress that may aggravate pain and other 
psychosomatic symptoms 


Also, hypotension is minimal and infrequent—a particular advantage 
in surgical patients. 


For immediate effect: Ampuls and Multiple dose vials. 
Also available: Tablets, Spansulet sustained release capsules, 
Suppositories and Syrup. 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 


RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. James Asa SHIFLD Dr. Weik M. Tucker 


Dr. Greorcr S. Funrz, Jk. Dr. AMetia G. Woop 
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Dallas, Texas, will give the third Robert J. Reeves 
Lecture on Radiology at Duke Medical Center, Dur. 
ham. Dr. Martin will speak on the treatment of 
cancer of the head and neck with irradiation. 

Dr. William Coppridge, Durham, aged 66, died 
August 28. He was Councilor to the Southern Medi- 
cal Association from 1942 to 1946. 

Dr. Ewald W. Busse, Director of the Duke Univer. 
sity Center for the Study of Aging, has been ap- 
pointed to a key position in the organization for the 
1961 White House Conference on Aging. He will 
head the Committee on Medical Research in Geron- 
tology. 

Dr. Norman M. Sulkin, Professor of Anatomy, was 
named Chairman of the Department of Anatomy at 
Bowman Gray School of Medicine. : 

Dr. William N. Hubbard, former student of the 
University of North Carolina School of Medicine and 
former resident of Asheville, has been named Dean 
of the University of Michigan School of Medicine. 
He came to Michigan from the New York University 
School of Medicine, where he was serving as Associate 
Dean. 


OKLAHOMA 


Dr. Henry H. Turner, Oklahoma City, has been 
named as this year’s Schering Scholar by the Endocrine 
Society. 


Continued on page 96 


muscle pains. 


ally suspected.?:3.4 


What is the diagnosis... 


Mrs. X, age 35—physical findings negative. 


Complaints: Constipation, alternating with periods of diarrhea, 
tenesmus, flatulence, colicky pains, easy fatig- 
ability, anorexia, periodic dull headaches and 


Many times these symptoms point to E. histolytica, the parasite 
most often misdiagnosed,! and far more prevalent than gener- 


Accurate diagnosis of amebiasis can be made with the MOAN fi - 
TEST on a single 5 cc. blood sample. More dependable than : 
fecal examination ;no special laboratory equipment or training. 


Write for descriptive literature: 


MOBAC LABORATORIES 


85 Lansdowne Avenue * Lansdowne, Penna. 


R.: S. Afr, Med. J. 
32:89 (Jan., 1958) 

. Webster, B. H.: Am. Pract. & Dig. 
Treat. 9 ‘897 (June, 1958) 
D'Antoni, J. S.: New Orleans Med. 
& Surg. ‘}. 102:55 (Aug., 1949) 
Rinehart, R. E., Marcus, H.: North- 
west Med. 54:708 (July, 1955) 
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running noses 
m and open stuffed noses orally 
e « 
the leading oral nasal decongestant 
- in nasal and paranasal congestion 
- in sinusitis 


- in postnasal drip 
- in allergic reactions of the upper respiratory tract 


safer and more effective than topical medication"*’ 
» systemic transport to all respiratory membranes 
- provides longer-lasting relief 
- presents no problem of rebound congestion 
- avoids “nose drop addiction” 


Relief with Triaminic is prompt first — the outer layer 
> | | dissolves within minutes 
and prolonged because of this to produce 3 to 4 hours 


special timed-release action... 4 of relief 


beneficial effect starts in * ( then—the core disintegrates 
to give 3 to 4 more hours 
minutes, lasts for hours \ of relief 


Each TRIAMINIC Tablet provides: TRIAMINIC JUVELETS: Each timed-release 
Phenylpropanolamine HCl ...........++. 50 mg. Juvelet is equivalent in formula and dosage to 
Pheniramine maleate 25mg. — one-half of a TRIAMINIC tablet, for the adult 
reeenne maleate las or child who requires only half strength dosage 
One-half of this formula is in the outer j ; ; 
layer, the other half is in the core. TRIAMINIC SYRUP is recommended for 
Dosage: One tablet in the morning, mid- adults and children who prefer liquid medica- 
afternoon and at bedtime. tion. Each 5 ml. tsp. is equivalent to %4 of a 
References: 1. Lhotka, F. M.: Illinois M. J. 112: Triaminic Tablet. Adults: 2 tsp. 3-4 times a 
259 (Dec.) 1957. 2. Fabricant, N. D.: E.E.N.T. at 
Monthly 37:460 (July) a». Farmer, D. F.: day; children 6 12: 1 tsp. 38 4 times a day; 
Clin..Med. 5:1183 (Sept.) 1958. children under 6: in proportion. 


SMITH-DORSEY : a division of The Wander Company * Lincoln, Nebraska 
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CLASSIFIED ADVERTISEMENTS 


INTERNIST WANTED—New Orleans, Louisiana. 
Board eligible or certified, to be one of two intern- 
ists in established seven man clinic. Guaranteed sal- 
ary initially with subsequent partnership. Address: 
Dr. Daniel W. Hayes, Sellers and Sanders Clinic, 4414 
Magnolia Street, New Orleans 15, Louisiana. 


NEEDED IMMEDIATELY—A white physician, by a 
long established private sanitarium, treating nervous 
and mental diseases, and addiction problems. Medi- 
cal man preferred. Work is with the addiction prob- 
lems. Psychiatric experience preferred, not absolutely 
necessary. Semi-retired or retired physician not over 
66 would be considered. Good salary, work not heavy. 
Contact BJA, c/o SMJ. 


WANTED—Internist. Member or board eligible to 
join small clinic in small Southern Virginia town. In- 
creasing salary for two years and then partnership. 
Nearby teaching hospitals. New recreational facilities. 
Only those interested in a leisurely but stimulating 
group practice in small town should apply. Contact 
RDW, c/o SMJ. 


Continued from page 94 


Dr. Fred L. Patterson, Jr., Duncan, has joined the 
staff of the Veterans Administration Hospital in 
Huntington, West Virginia. 
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Physicians who have recently been certified by the 
American Board of Obstetrics and Gynecology are as 
follow: Drs. Farris W. Coggins, Oklahoma City; Ey. 
gene S. Cohen, Tulsa; and Houston F. Mount, Tulsa. 


SOUTH CAROLINA 


Physicians who received their certificates of Fel. 
lowship in the American College of Chest Physicians 
at the Convocation in June are as follow: Dr. George 
Brunson, Columbia; Dr. E. Walter Masters, Columbia; 
and Dr. George H. Bunch, Columbia. 


TENNESSEE 


Dr. Marcus Stewart, Memphis, has been renamed 
Chairman of the Governor’s Committee on Employ- 
ment of the Physically Handicapped. 

The Governor has appointed Dr. R. David Taylor, 
Dyersburg, to a four year term on the Board of 
Trustees of Tennessee Tuberculosis Hospitals. 

Dr. Vernon Knight, Nashville, has been appointed 
Head of the Clinical Research Program of the Public 
Health Service’s National Institute of Allergy and 
Infectious Diseases. 

Dr. Charles R. Sullivan, Oak Ridge, was elected 
a Fellow of the Industrial Medical Association. 

The new Chief of Staff of Henry County General 
Hospital will be Dr. John E. Neumann, Paris. Vice- 
Chief will be Dr. E. P. Mobley, Jr. and Dr. W. G. 
Rhea will be Secretary. 


Continued on page 98 


If he needs nutritional support... 


‘he deserves 


GEVRAL 


Vitamin- Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of Geter) 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 


| unmarked, coated tablets. 
iltown 


meprobamate (Wallace) 


® 
LABORATORIES / New Brunswick, N. J. 
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Newly-elected Chief of Staff of Blount Memorial 
Hospital is Dr. W. C. Crowder, Maryville, and Dr. 
John Yarbrough, Maryville, will be Vice-Chief. Other 
officers are: Drs. Cecil Howard, Secretary; Robert F. 


Leyen, Chief of Medicine; C. B. LeQuire, Chief of 
Surgery. 
The new President-Elect of the Memphis Heart 


Mem- 
Maury 


Walter K. Hoffman, 
Directors are: Drs. 


Association will be Dr. 
phis. Among the new 
Bronstein, Francis H. Cole, Leo Wright, I. Ralph 
Goldman, Wilford H. Graff, Jr., Jean M. Hawkes, 
Charles B. Olim, R. N. Paul, and S$. Gwin Robbins 
all of Memphis. 

The Memphis Thoracic Society held its regular 
meeting in August and presented a program on The 
Current Status of Cinefluorography in Diagnosis and 
Research. 


TEXAS 


Dr. Robert D. Moreton, Fort Worth, SMA Coun- 
cilor from Texas, has been named to a special ad hoc 
advisory committee to the American Cancer Society. 
Dr. Moreton represents the American College of 
Radiology on this committee, which is made up of 
representatives of professional societies to advise the 
American Cancer Society on planning and implement- 
ing the Society's educational program. 

Dr. William J. Campbell, Amarillo, was recently 
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awarded a plaque in recognition of his “faithful and 
excellent service” as a member of the Amarillo Col 
lege Board of Regents. 

Dr. William E. Laur, Amarillo, was appointed t 
a special committee to supervise instruction of g 
short course in astronomy which was conducted ig@ 


July at Amarillo College. 


Dr. Chester E. Cook, Dallas, has been named ag@ 


Medical Director of Southwestern” Life Insuranee 
Company. 
Dr. M. H. Crabb, Fort Worth, Secretary of the ; 


‘Texas State Board of Medical Examiners, was elected 
to a second term as a Member at Large of the National § 
Board of Medical Examiners. 


VIRGINIA 


Among those elected as new officers of the Virginiggy 
Heart Association are: Drs. L. Floyd Hobbs, Alex 
andria, President-Elect; Reverdy H. Jones, Jr., Roa 
noke, Vice-President; and among those on the Board 
of Directors are: Drs. Carolyn McCue, Richmond 


Samuel McDaniel, Norfolk; John W. Massey, Jr, 
and George S. Grier, Newport News; Homer A, 


Sieber, Roanoke; William H. Muller, Charlottesville 
and Sam C. Pascoe, Annandale. 

Dr. Albert V. Rigsbee, Washington, D. C., recently Z 
was presented the 6th Annual Welburn Award, whidy a 
is given to the physician or layman who has made 
an outstanding contribution to the Northern Viral 


Continued on page 104 
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Patients with angina pecteris need BOTH types of protection 


pulse-slowing, calming action. 


afforded by Pentoxylon...prolonged coronary vasodilatation 
AND relief from anxiety. Fear of the next attack is replaced by 


‘DOSAGE: 1 to 2 tablets qi. before meals and on etiting. 
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® 
PRESCRIBE SAFE, FAST-ACTING, VERSATILE VASTRAN 
Vastran more naturally relaxes constricted peripheral blood vessels, brings immediate and reassuring relief 
of ischemia. Essential cofactors help correct secondary metabolic impairment. Unlike sympatholytic agents, 
Vastran is completely safe; as much as 10 times the usual dosage may be given without serious side effects; 
and Vastran therapy costs less than sympatholytic vasodilators. INDICATIONS: Cold hands and feet; mild and 
moderately severe cases of peripheral vascular disease such as thromboangiitis, chronic chilblains and the 
less advanced ‘cases of Raynaud’s disease; control of migraine and vertigo; adjunctive therapy in musculo- 
skeletal inflammation and spasm. Each Vastran® tablet contains: nicotinic acid, 50 mg.; ascorbic acid, 100 mg.; 
riboflavin, 5 mg.; thiamine mononitrate, 10 mg.; pyridoxine hydrochloride, 1 mg.; cobalamin (vitamin B,, 
activity), 2 mcg.; calcium pantothenate, 5 mg. USUAL DOSAGE: 1 tablet q.i.d., before meals. FOR INITIAL 
THERAPY IN ACUTE AND SEVERE CONDITIONS/ INJECTABLE VASTRAN AMP SOLUTION. / Rapid vasodilation CoMPLE- 
MENTED BY ADENOSINE MONOPHOSPHATE to help restore muscle function by increasing biochemical energy 
stores. Each cc. contains adenosine 5-monophosphate, 25 mg.; Nicotinic Acid, 20 mg.; Vitamin B,., 75 mcg. 


For further information & professional samples write to: 
WAMPOLE LABORATORIES VASTRAN 
STAMFORD, CONNECTICUT 
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SAINT ALBANS 
PSYCHIATRIC HOSPITAL 


Radford, Virginia 
STAFF 
James P. King, M.D., Director 

Daniel D. Chiles, M.D. William D. Keck, M.D. 

Clinical Director J. William Giesen, M.D. 
James K. Morrow, M.D. Internist (Consultant) 
Clara K. Dickinson, M.D. Edward W. Gamble, III, M.D. 
Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph.D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207 V2 McCreery St., Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 
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GEVRAL 


Vitamin-Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


5,000 U.S.P. Units 
500 U.S.P. Units 
Vitamin By with AUTRINIC® 
Intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 
Thiamine Mononitrate(Bi). .......- 5 mg. 
Niacinamide 15 mg. 
Folie Acid ...... 1 mg. 
0.5 mg. 
5 mg. 
Vitamin E (as tocopheryl acetates). ..... 101.0. 
I-Lysine Monohydrochloride ........- 25 mg. 
prom Cas Famers)... . . 10 mg. 
0.1 mg. 
Phosphorus (as CaHPQ,).........- 122 mg. 
Boron (as . 0.1 mg. 
Manganese (as . . . mg. 
Magnesium (as MgO) mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 
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4,000,000 


in the U.S. A.each year" 


-.. and a large percentage of these 
expectant mothers are subject to 
constipation.” 


“With child” in most cases means “with 
constipation.” This distressing condition 
a wie usually results from insufficient exercise, 
3 way action faulty diet, and intra-abdominal pres- 
sures. Caroid and Bile Salts Tablets are 
particularly effective in treating the con- 
a DIGESTANT stipation of pregnancy. The bile salts 
help overcome biliary stasis; Caroid, a 
potent enzyme, increases protein diges- 
tion as much as 15%; and mild laxatives 
improve peristaltic rhythm and tone — 
producing soft, easily passed stools. 


1. Statistical Abstract of the United States, ed. 78, U. S. Department of Commerce, Bureau of 
the Census, 1957, p. 56. ¢ 2. Daro, A. F.; Gollin, H. A., and Nora, E. G., Jr. The treatment 
of constipation during pregnancy: Studies on phenolphthalein, Am. J. Gastroenterol. 28:413 
(Oct.) 1957. 


Caroid’ and Bile Salts Tablets 


RESTORE REGULARITY WITHOUT IRRITATION, GRIPING OR FLATULENCE 


SAMPLES ON REQUEST 
AMERICAN FERMENT Co., INC. * 1450 Broadway + New York 18, N. Y. 


® 
| 
-RALS 
Units 
Units 
Oral Unit 
5 mg. 3 
5 mg. 
15 mg. 
1 mg. 
0.5 mg. 
5 mg. 
50 mg. 
m 
100. 
25 mg. ‘ 
25 mg. 
30 mg. 
10 mg. 
0.1 mg. : 
157 mg. 4 
0.1 mg. 
1 mg. 
0.1 mg. 
1 mg. 
1 mg. 
5 mg. : 
0.5 mg. 
‘ 
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Relieves allergy-caused. 
Liquefies mucus and facilitates expe 
Soothes. the pharynx > 
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with iron i tastes 200d! gach daity 
S cherry-flavored 


teaspoonful dose (5 cc.) contains: 
I-Lysine HCI 
help restore the normal blood picture — iron as ferric ney 
pyrophosphate to restore or maintain normal hemoglobin. Pyridoxine HC! (Ba) _ Sime. 
Ferric Pyrophosphate 
(Soluble) .... 250 mg. 
upgrade low-grade protein -—cereals and other low Iron (as Ferric Pyrophosphate) 30 mg. 
protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build no < ee 
stronger bodies. Bottles of 4 and 16 fi. oz. 


CGierd) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Lysine-Vitamins Lederle 


boost appetite and energy —vitamins...Bi, Bs and Bis. 
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community in the opinion of the County Medical 
Society. 

Dr. C. Whitney Caulkins, Waynesboro, has been 
elected President of the Waynesboro Rotary Club. 

The American College of Chest Physicians re-elected 
Dr. E. C. Drash, Charlottesville, Governor for Vir- 
ginia. Receiving their certificates of Fellowship were: 
Drs. Leo E. Johns, Jr., Norfolk; Joseph D. Lea, Nor- 
folk; and William F. Schmidt, Norton. 

Succeeding Dr. George Rector, Norfolk, as President 
of the Tidewater Academy of General Practice is 
Dr. Otto Kastenbaum, Norfolk. Named  President- 
Elect was Dr. Harold Taylor; Vice-President, Dr. 
Brooke M. Moffett; Secretary, Dr. E. S. Berlin; Treas- 
urer, Dr. Earl J. Kerpelman; and Members of the 
Executive Committee, Dr. William L. Taliaferro and 
Dr. J. W. Creef. 

A former Petersburg physician, Dr. Leta M. White, 
has received the Algernon-Sullivan Award at the 
commencement exercises at Furman University. 

Newly named President of the Franklin Memorial 
Hospital Medical Staff at Rocky Mount is Dr. F. B. 
Wolfe. Other officers are: Dr. Robert C. Hughes and 
Dr. James T. Colley, Vice-Presidents, and Dr. Frank 
Dudley, Secretary-Treasurer. 


WEST VIRGINIA 


Succeeding Dr. Seigle W. Parks, Fairmont, as Presi- 
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dent of the West Virginia Chapter of the American 
Academy of General Practice is Dr. Myer Bogarad, 
Weirton. Dr. J. Keith Pickens, Clarksburg, was named 
President-Elect. Other officers are as follow: Dr. Don 
S. Benson, Moundsville, Vice-President; Dr. Randal] 
Connolly, Parkersburg, Secretary; and Dr. Joseph A, 
Smith, Dunbar, Treasurer. Dr. Seigle W. Parks was 
named Chairman of the Board of Directors, and 
elected to two year terms as members of the Board 
were Dr. Liskie J. Moore, Huntington, and Dr, L, . 
Dale Simmons, Clarksburg. 

Re-elected a Delegate to the annual Scientific As. 
sembly of the American Academy of General Practice 
was Dr. Thomas H. Blake, St. Albans. He and Dr. 
Seigle W. Parks will represent the West Virginia 
Chapter at the 1960 meeting. 

Reappointed by Governor Cecil H. Underwood as 
members of the West Virginia Medical Licensing 
Board are Dr. W. P. Bittinger, Summerlee, and Dr, 
Doff D. Daniel, Beckley. 

Dr. Joseph E. Page, Clarksburg, has been elected 
as an Honorary Lifetime Member of the West Virginia 
State Medical Association. 

Dr. Charles Newland Slater, Clarksburg, has been 
selected by the Council as West Virginia’s “General 
Practitioner of the Year,” and his name will be cer- 
tified to the American Medical Association in Chicago 
for consideration by the Board of Trustees in the 
selection of a national “General Practitioner of the 
Year.” 


lescence, drug and alcohol habituation. 


Appalachian fiall Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 


Wo. Ray GRIFFIN, JR., M.D. 
Ropert A. GrirFin, M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 


EsraBLIsHED 1916 


Mark A. GrirFFin, M.D. 
Mark A. GriFFIN, JR., M.D. 
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RHINALL NOSE DROPS 


For quick, effective relief of nasal congestion 
Safe for both children and adults, Rhinall Nose Drops are pleasant to use, 
provide ventilation and drainage without irritation of the ciliated epithelium. 
no burning or irritation e no risk of sensitization 
no bad taste or after reactions 
SUPPLIED: one-ounce dropper bottle: %-ounce plastic spray bottle. 


RHINOPTO COMPANY Contains: 


Phenylephrine Hydrochloride 0.15% 
Cedar Springs “Propadrine” Hydrochloride 0.3% 
allas, Texas ~ ‘ in an isotonic saline menstruum 
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“Brewers’ yeast is an excellent source 
of protein of high biologic value and 
of the vitamins of the B complex.... 
When it is desired to give additional 
vitamins of the B complex and to 
add to the protein quota of the diet, 
this food can profitably be incorpo- 
rated in other foods.”* 


an eminently valuable natural supple-. 
ment —with these unique advantages: 
e Richest natural source of vitamin B 
‘eomplex factors plus nutritionall, 


VAC CINE 


Specific immunizing antigen (chick embryo origin) 


> VITAMIN FOOD CO,,-INC. Newark 4, N. J.” | active against various isolated virus strains. Effectively 
| prevents or modifies mumps in children and adults. 


*McLester, J. S.. and Darby, W. J.: Nutrition and 
Diet in Health and Disease, ed. 6. Saunders, — a LEDERLE LABORATORIES, A Division of 


AMERICAN CYANAMID CO., Pear! River, N.Y. 


HILL CREST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


Out-Patient Clinic and Offices 
James A. Becton, M.D. ' James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-11% 
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Optimal balance of amino acids and 
@ Important source of minerals j 
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TAILBY-NASON COMPANY, 


INC. DOVER, DELAWARE 
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QUESTION: 


What have authorities reported as to 
the efficacy of Fiorinal in _ 
tension headache? 


ANSWERS: 


From the published reports of 
leading clinicians. 


“The most effective 
symptomatic medica- 
tion in the treatment 
of tension headache 
have been several 
analgesic and seda- 
tive combinations. 
One of the most 
effective is Fiorinal, 
which yielded relief in two out of ji : 
three patients.” (Friedman, A. P., SP CCL C th Crap Y 
von Storch, T. J. C. and Merritt, H. 
H.: Neurology 4:773, Oct. 1954.) for 


tension 
“In the treatment of ~ = 


[Fiorinal’s non-nar- 

cotic action] offers a 

better opportunity 

for relief than some 

usually prescribed 

non-narcotic analges- 

ics.” (Weisman, S. J.: Am. Pract. & 
Digest. Treat. 6:1019, July 1955.) 


relieves pain, muscle spasm, nervous tension 


"“Fiorinal appears to 
be one of the most 
useful preparations to 
date for the relief of | — rapid action - non-narcotic - economical 
tension headaches. 
Easing of the head 
discomfort was accom- 
plished by one or two 

tablets without any unpleasant side FIORINAL TABLETS 

effects such as drowsiness or gastric 
upsets. In many cases Fiorinal 
appeared to temporarily relieve the 


Each tablet contains: 

Sandoptal (Allylbarbituric acid N.F.X) 
discomfort from sinus trouble or 50 mg. (% gr.), caffeine 40 mg. (% gr.), 
acute respiratory infections.” acetylsalicylic acid 200 mg. (3 gr.), 
(Kibbe, M. H.: Dis. Nerv. System acetophenetidin 130 mg. (2 gr.). 

16:77, March 1955.) Dosage: 1 or 2 tablets every 4 hours, 

; according to need, up to 6 per day. 
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ILOSONE® WORKS to assure a more decisive response 


When the infection keeps coming back, it may well be that a more decisive 
antibiotic attack is indicated. In such cases, Ilosone consistently provides 
a prompt, high level of antibacterial activity in the patient’s serum. Ilo- 
sone is bactericidal against both streptococci and pneumococci and has 
been reported particularly effective against staphylococcus infections in 
clinical investigation.! 


Usual dosage: For adults and children over fifty pounds, 250 mg. every 
six hours. For optimal effect, administer on an empty stomach. Ilosone 
is supplied in Pulvules® of 125 mg. and 250 mg., in bottles of 24 and 100. 


1. J.A.M.A., 170:184 (May 9), 1959. 


llosone® (propionyl erythromycin ester, Lilly) 


ELI LILLY AND COMPANY: INDIANAPOLIS 6, INDIANA, U.S.A. 
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“In all things, success 
depends upon pre- 
vious preparation...” 


—CONFUCIUS 


vitamin-mineral-hormone supplement 


helo prepare your middle-aged patients 
each KAPSEAL contains: 
vitamins 
Vitamin A 1,667 Units (0.5 mg.) for healthy retirement years 
Vitamin B: mononitrate 0.67 mg. 
Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 
Vitamin Bz 0.67 mg. 
Vitamin Bs 0.5 mg. cA 
Vitamin with intrinsic + e 
factor concentrate 0.033 USP Unit (oral) 9 iL 2 
Folic acid 0.1 mg. Mw yaw 
Choline bitartrate 6.67 mg. a 
Pantothenic acid 
(as the sodium salt) 5 mg. 
minerals 
Ferrous sulfate (exsiccated) 16.7 mg. 


Iodine (as potassium iodide) 0.05 mg. PARKE. DAVIS & COMPANY, DETROIT 32, MICHIGAN 


Calcium carbonate 66.7 mg. 

digestive enzymes 

Taka-Diastase® 20 mg. 
(aspergillus oryzae enzymes) 

Pancreatin 133.3 mg. 

protein improvement factors 

l-Lysine monohydrochloride 66.7 mg. 

dl-Methionine 16.7 mg. 

gonadal hormones 

Methyl testosterone 1.67 mg. 

Theelin 0.167 mg. 


dosage: One Kapseal three times daily before 
meals. Female patients should follow each 
21-day course with a 7-day rest interval. 
packaging: ELDEC KAPSEALS are available 
in bottles of 100. 


ELDEC BEGINS AT 40 
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